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ABSTRACT 
This research provides some insight into some of the socio-cultural barriers 
hindering the implementation of MTCT programmes in Eastern Cape. In most 
parts of the world today, HIV infection is increasing faster among women more 
than men. The resulting infection of women is that many babies born to HIV 
mother become automatically infected. 
 
Mother-to-Child transmission (MTCT) of HIV is most significant source of HIV 
infection in children. Of the estimated 36 million people living with HIV/AIDS, 1.4 
million are children (UNAIDS, 2002).  
 
The devastating effect of MTCT, prompted the South African government to 
initiate an urgent programme. In 2000, the SA government set up 18 pilot sites, 
including 2 sites in Eastern-Cape; the East London Complex, to curb children 
HIV infection.  
 
However, four years after the inception of the programme its success still 
depends largely on many factors, one of which is the socio-cultural barrier.  This 
research therefore set out to explore some aspect of these socio-cultural barriers 
that is hindering the PMTCT programme in Eastern Cape. The research report 
consists of five chapters. 
 
Chapter 1. Deals with the introduction into the topic. 
Chapter 2. Summarises the literature on PMTCT associated with the research, 
as well as risk factors associated with PMTCT and possible interventions that 
were identified in various literature that attempts to reduce MTCT. 
Chapter 3. Focus on the research methodology. It explains the study design, the 
research aim and objectives, the study population and data analysis resulting 
from the research. 
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Chapter 4. The results of the research findings is discussed in-dept in this 
chapter. An overarching theme of high level of societal stigma emerged as the 
key socio-cultural barrier. 
Chapter 5. This chapter discusses the identified socio-cultural barrier as well as 
possible recommendations as to how to address some of these barriers and also 
suggestion for further research. 
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OPSOMMING 
 
Hierdie navorsing bied ‘n mate van insig tot sommige van die sosiokulturele 
beperkinge wat die implementering van sogenaamde MTCT-programme in die 
Ooskaap kortwiek. In die meeste wêrelddele styg die voorkoms van die HIV-virus 
onder vroue tans vinniger as onder mans. Die resultaat daarvan is dat die babas 
van geïnfekteerde vroue outomaties ook geïnfekteer word. 
 
Moeder-tot-kind-oordrag MTKO (Mother-to-child transmission –MTCT) van MIV 
is die hoofsaaklike bron van infeksie in kinders. Van die geskatte 36 miljoen 
mense wat tans met MIV/VIGS lewe, is 1, 4 miljoen kinders (UNAIDS, 2002).  
Die vernietigende effek van MTKO het die Suidafrikaanse regering daartoe 
genoop om  ‘n dringende program van stapel te stuur. Gedurende die jaar 2000, 
het die SA regering beslag gegee aan 18 loodsterreine, waarvan 2 in die 
Ooskaap-Oos-Londen-kompleks, om MIV-infeksies onder kinders te begin 
beperk. 
 
Vier jaar na die aanvang van die program, egter, is die sukses daarvan steeds 
afhanklik van ‘n veeltal faktore, een waarvan die sosio-kulturele grens is.  Om 
hierdie rede was hierdie navorsing daarop ingestel om sommige aspekte van 
hierdie sosio-kulturele grense wat die VMTKO-programme (Voorkomig van 
MTKO) in die Ooskaap bemoeilik, van nader te ondersoek. Die 
navorsingsverslag bestaan uit vyf hoofstukke. 
 
Hoofstuk 1.  Handel oor die inleiding tot die onderwerp. 
Hoofstuk 2. Som die bestaande literatuur oor VMTKO op sover dit op die 
navorsing van toepassing is; insluitende risikofaktore wat met VMTKO 
geassosieer word asook moontlike intervensies met die oog op pogings om 
MTKO te verlaag, soos geïdentifiseer in verskeie bronne in die literatuur. 
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Hoofstuk 3. Fokus op die navorsings metodologie. Dit verduidelik die 
ontwerpbeginsels van die studie, die navorsingsdoelstellings en oogmerke, die 
teikengroep van die studie en die data-analise voortspruitend uit die navorsing. 
Hoofstuk 4. Die navorsingsresultate word hierin in diepte bespreek. ‘n 
Oorheersende tema van stigma binne gemeenskapsverband tree as sentrale 
sosiokulturele grens na vore. 
Hoofstuk 5.  Die geïdentifiseerde sosiokulturele grense word bespreek en 
moontlike aanbevelings gemaak ten opsigte van hoe sulke grense aangespreek 
kan word, asook voorstelle vir verdere navorsing. 
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ACRONYMS AND ABBREVIATIONS 
 
AIDS            :          Acquired Immune Deficiency Syndrome 
AROM : Artificial Rupture of Membranes    
ARV  : Antiretroviral 
CDC  : Centres for Disease Control  
CHC  : Community Health Centre 
DOH  : Department of Health 
FGDs  : Focus Group Discussions 
HIV  : Human Immune Deficiency Virus 
MOU  : Midwife Obstetric Unit 
MPH  : Master of Public Health 
MTCT  : Mother to Child Transmission 
NDOH : National Department of Health 
PMTCT : Prevention of Mother to Child Transmission 
RSA  : Republic of South Africa 
STDs  : Sexually Transmitted Diseases  
UNAIDS : United Nations AIDS Programme 
UNICEF : United Nations Children’s Fund 
VCT  : Voluntary Counselling and Testing 
WHO  : World Health Organisation 
ZDV  : Zidovudine 
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CHAPTER 1: BACKGROUND   
 
 
 
 
 
1.1 Introduction 
This chapter provides an overview of the HIV and AIDS epidemic both globally 
and in South Africa (SA).  
 
1.2 Global Overview of HIV/AIDS 
According to the latest UNAIDS report on the HIV and AIDS pandemic (UNAIDS, 
2004), almost five million people became newly infected with the HIV in 2003, the 
greatest number in any one year since the beginning of the epidemic. At the 
global level, the number of people living with HIV continues to grow, increasing 
from 35 million in 2001 to 38 million in 2003, while almost three million were killed 
by AIDS in the same year.  Over 20 million people have died since the first cases 
of AIDS were first identified in 1981. 
 
The UNAIDS (2003) report not only highlights the latest global trends, but for the 
first time, features revised HIV prevalence rates for previous years, which allows 
for a better understanding of how the epidemic is spreading. For the first time, 
the report compares new estimates for 2003 with revised estimates for 2001 
based on improved methodologies, allowing researches to obtain a more 
accurate picture of the AIDS epidemic. Although the new global estimates are 
slightly lower than the previously published estimates, the actual number of 
people living with HIV has not decreased. Instead, the epidemic continues to 
grow based on revised 2001 estimates (UNAIDS, 2004).  
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1.3 The Impact of HIV/AIDS in Sub-Saharan Africa  
Recent UNAIDS (2004) statistics indicate that an estimated 25 million people are 
living with HIV in sub-Saharan Africa. Recent statistics indicate that there appear 
to be stabilization in HIV prevalence rates, but this is mainly due to an increase in 
AIDS deaths and a continued rise in new infections. Sub-Saharan Africa is home 
to just over 10% of the world’s population but has almost two-thirds of all people 
living with HIV. In 2003, an estimated three million people became newly infected 
and 2.2 million died (which is 75% of the three million AIDS deaths globally that 
year). Analysis of available data (UNAIDS, 2004; WHO & UNAIDS, 2004) reveals 
that there is tremendous diversity across the continent in the levels and trends of 
HIV infection. In six countries, adult HIV prevalence is below 2%, while in six 
other countries it is over 20%. In southern Africa all seven countries have 
prevalence rates above 17%, with Botswana and Swaziland having prevalence 
above 35%. In West Africa, HIV prevalence is much lower with no country having 
prevalence above 10%. Adult prevalence in countries in Central and East Africa 
falls somewhere between these two groups, ranging from 4% to 13%. 
 
1.4 Women and HIV/AIDS 
In most parts of the world today HIV infection is increasing faster among women 
than men. In 1997, approximately 41% of adults living with HIV and AIDS were 
women; by 2002 this proportion had risen to 50% (19.2 million) of the 
approximately 40 million adults’ worldwide living with HIV and AIDS. Every day, 
approximately 5 500 women are newly infected with HIV, and more than 3 000 
die from AIDS-related illnesses (UNAIDS, 2003). 
 
Nowhere is the trend more apparent than in sub-Saharan Africa where women 
comprise 58% of the existing HIV infections. In most Southern African countries, 
more than 1 in 5 pregnant women (20-30%) are infected with the HIV virus 
(UNAIDS, 2002). Many researchers have pointed out that African women are at 
greater risk of HIV infection, and become infected at an earlier age than men. 
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Today there are on average 13 infected women for every 10 infected men in sub-
Saharan Africa – up from 12 for 10 in 2002. The difference is even more 
pronounced among 15 to 24 year olds. A review (UNAIDS, 2004) compared the 
ratio of young women living with HIV to young men living with HIV; this ranges 
from 20 women for every 10 men in South Africa to 45 women for every 10 men 
in Kenya and Mali. 
 
At the end of 1999, it was estimated that there were approximately 4 million HIV 
positive people in South Africa and of these about 50% were women in their 
reproductive years. According to the Department of Health, there are about 
50,000 HIV positive children who acquired the virus during delivery and through 
breast-feeding (SA Department of Health, 2000). In an anonymous antenatal 
survey that was conducted by the Department of Health nationally in 2000, 
24.5% of women attending government antenatal clinics were HIV-positive. The 
infection rates in South Africa ranged from 36.2% in KwaZulu-Natal, 29.3 in 
Gauteng to 8.7% in the Western Cape, and with an estimated one million 
deliveries in South Africa per year, this could translate to almost a quarter of a 
million HIV-positive pregnant women per year, and a resulting 80 000 infected 
children (SA Department of Health, 2000). 
 
1.5 Primary Source of HIV infection in Children 
With the first descriptions of pediatric acquired immune deficiency in 1982 came 
yet another development in the understanding of the HIV epidemic: the disease 
affected babies, and most babies appeared to be infected as a result of infection 
in their mothers. These original observations of vertical transmission were 
unavoidably retrospective and readily established the association of pediatric 
AIDS with HIV infection in women in Pregnancy and Parental Care of Woman 
with HIV (Dabis, Msellati, Meda, et al., 1999). Because most mothers of infected 
children were themselves HIV infected, the inference was made that infected 
mothers almost always transmitted the AIDS virus to their babies. However, as 
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pointed out by various authors (Dunn, Newell, Ades, Peckham, & others, 1992), 
prospective studies of HIV-1 infected pregnant women have consistently shown 
that 60-75% of infants will not contact HIV from their mothers. However, with 
good prenatal care, careful attention to maternal health and nutrition, and the 
institution of zidovudine monotherapy for pregnant mothers and their newborns 
over the last 3 years, many centers now report vertical transmission rates of 8% 
and less. Transmission rates appear to approach zero at centers that are able to 
offer intensive monitoring and aggressive treatment of maternal HIV disease 
during pregnancy (Debis, Msellati, Meda, et al., 1999).  
 
The ACTG 076 clinical trial of 1994 (Sperling, Shapiro, McSherry, et al., 1998) 
was the first study to demonstrate the efficacy and safety of zidovudine 
prophylaxis during pregnancy, labour, and early infancy in preventing vertical 
transmission. There is enough evidence to support the view that, with the use of 
newer antiretroviral therapies both during and after pregnancy, many HIV-
infected women of the developed world today will not only be able to anticipate 
that their babies will be born uninfected, but also that they themselves will have a 
significant chance of living long enough to see their children grow to young 
adulthood. It is, however, ironic that although we find ourselves in the midst of a 
revolution in the understanding of HIV disease – which has come hand in hand 
with a parallel revolution in the care and treatment of HIV infection and related 
illness - much of this rapid growth in understanding and treatment of the disease 
has bypassed pregnant women (especially in developing country contexts), the 
population in which the efficacy of antiretroviral therapy and transmission 
prophylaxis was first conclusively demonstrated.  
 
Mother-to-child transmission (MTCT) of human immunodeficiency virus (HIV) is 
the most significant source of HIV infection in children. At the end of 2000, it was 
estimated that over 36 million people were living with the human 
immunodeficiency virus. This included 1.4 million children, accounting for 90% of 
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HIV infection in children less than 15 years of age (UNAIDS, 2002). In 2003, an 
estimated 70 000 children were newly infected with HIV. Of these, it is believed 
that about 2/3 are infected during pregnancy and around the time of delivery 
(60%), and about 1/3 are infected through breast feeding (40%) (UNAIDS, 2004). 
In the interim the epidemic has caused the death of nearly 3 million children, with 
more than 1 million others living with the disease today. It is estimated that 
without preventive interventions; the virus by way of mother-to-child transmission 
would infect approximately 35% of infants born to HIV-positive mothers. Hence 
since 1994; a long and complex regime of the antiretroviral drug Zidovudine 
(ZDV), taken 5 times daily was administered to HIV-positive pregnant mothers, 
from the 14th week of pregnancy as well as intravenous injection during labour.  
Other interventions such as elective caesarean section and the use of breast milk 
substitutes like milk formula were also used. From a study based on rigorous 
scientific methods, i.e. randomized, double blind, placebo-control clinical trail 
conducted by the Pediatric AIDS Clinical Trials Group Protocol 076 (UNAIDS, 
1999), it is evident that the risk of transmission of HIV could be reduced from 
mother-to-child by two-thirds, from 26% to 8%. However, while these 
interventions became standard practice in developed countries, they were 
unaffordable in developing countries, in terms of cost and lack of infrastructure. 
Hence a WHO Technical Consultation in 2000 recommended that a short-course 
of antiretroviral (ARV) prophylaxis-Nevirapine, started in late pregnancy or during 
labour be included in the programmes to prevent the mother-to-child 
transmission (MTCT) of HIV. Nevirapine is a much cheaper antiviral drug, cost 
about US$4 per treatment for mother and baby. 
 
1.6  HIV and AIDS in South Africa: Policy Background 
The prevention and control of HIV infection basically depends on the success of 
strategies to prevent new infections and treat currently infected individuals. HIV 
testing and counselling serves as a critical prevention and treatment tool in the 
control of the HIV epidemic. Voluntary HIV counselling and testing (VCT) can 
effectively reduce risk behaviours among individuals at risk for HIV (Group VH-
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CaTES, 2000). HIV testing and counselling is also a critical component of 
prevention strategies to reduce transmission of HIV from mother to child. (Dabis, 
Newell, 2000; Mofenson, McIntyre, 2000; Basset, 2002;) The encouraging 
advances made in the use of drugs to reduce perinatal transmission will be 
meaningless unless pregnant women are willing to be tested and counselled for 
HIV. HIV testing and counselling also offers the opportunity to identify HIV-
infected individuals and channel them into treatment programmes. Thus, through 
the early identification of the infection, its management can be substantially 
improved. 
 
Within HIV testing and counselling programmes emphasis is placed on the 
importance of HIV status disclosure among HIV-infected clients, particularly to 
their sexual partners. As pointed out by WHO (2003), disclosure is an important 
public health goal for a number of different reasons. First, disclosure may 
motivate sexual partners to seek testing, change behaviour and ultimately 
decrease transmission of HIV. In addition, disclosure may facilitate other health 
behaviours that may improve the management of HIV. For example, women who 
disclose their status to partners may be more likely to participate in programmes 
for prevention of HIV transmission from mothers to their infants. Through 
disclosure of her status, a woman may receive support from her family or others 
in her network and may also be able to access available support services. By 
adequately addressing the emotional, social, and practical consequences of her 
positive status she may be more willing to adopt and maintain health behaviours, 
such as cessation of breastfeeding or adherence to treatment regimes. 
 
According to an evaluation conducted by the Consortium of the Woman’s Health 
Project, Health Systems Trust and the University of the Western Cape, on the  
‘Evaluation of PMTCT and Infant Feeding Training in Seven Provinces of South 
Africa;’ the PMTCT programme in Eastern Cape commenced on 27 July 2001. 
The NDOH secured the assistance of a UNICEF consultant to support training for 
the Province. Following the successful placement with the consultant, two 
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Trainers were seconded from the Amathole District and were respectively based 
at Frere Hospital and Cecilia Makiwane Hospital. In November 2002, one Trainer 
was accredited as a Course Director. From March 2003, the Eastern Cape 
Provincial Department of Health seconded her from Cecilia Makiwane Hospital to 
co-ordinate training for the entire province. By September 2003, the Course 
Director had trained six Course Directors, 42 Trainers and 1 348 PMTCT 
Counsellors.  The Principal Course Director receives external support from the 
School of Public Health, University of the Western Cape in organizing the 
training. The provincial DOH has communicated its intentions to continue 
expanding the training to the districts. According to this report, the provincial plan 
is to have at least one PMTCT site in each of the 25 Local Service Areas by the 
end of 2003. The implementation of these programmes has been guided by a 
protocol for the implementation of PMTCT programmes.  Currently, there are 13 
targeted Local Service Areas (LSA’s) where the PMTCT Programme is not yet 
implemented (Department of Health, 2001) 
 
Since then, the University of Western Cape observed a five-day training course 
for the Eastern Cape Province on PMTCT and Infant Feeding held in East 
London from 14-18 July 2003. Provincial Managers, Course Directors, Trainers 
and other participants attended the training. Subsequent to the National training 
on PMTCT and Infant Feeding in June 2003, the province incorporated the infant 
feeding component of the National training into the existing training materials of 
the provincial department. The training of the new curriculum was then 
implemented in October 2003 (Tint & Doherty, 2003). The training was 
informative and interesting; the training plan was developed as the province 
rolled out the PMTCT sites, with the view to training staff from all antenatal clinics 
in the year 2003.  
 
The results of an evaluation of the PMTCT training as conducted by the 
Consortium of the Woman’s Health Project, Health Systems Trust and the 
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University of the Western Cape in 2003 (Tint & Doherty, 2003) was published in 
2003. Some of the main findings are summarized next. 
  
1.6.1  Evaluation of PMTCT and Infant Feeding Training 
 
1.6.1.1 Levels of Confidence in Infant Feeding Counseling 
A little more than half of the interviewees felt comfortable counseling HIV infected 
women on infant feeding including rapid cessation of breastfeeding and 
breastfeeding difficulties; fewer of the interviewees felt that they had the skills to 
assist mothers. 17% of the interviewees felt very uncomfortable assisting women 
who were experiencing difficulty in breastfeeding. This is cause for concern given 
that proper breastfeeding technique is vital to reducing the risk of HIV 
transmission through breast milk. 
 
1.6.1.2 Current Involvement with Infant Feeding Counseling 
Participants were asked to describe their current involvement with infant feeding 
counseling in their work settings. All interviewees said that they counseled 
women on infant feeding. The number of women counseled each week ranged 
from 3 to 30 with a mean of 15. Topics discussed in the counseling sessions 
included infant feeding, HIV prevention, family planning and safe sex, mode of 
transmission, abrupt cessation of breast milk, cleanliness, nutrition and STIs. 
These were therefore not sessions specifically meant for infant feeding 
counseling. The length of counseling sessions ranged from 20 to 55 minutes with 
a mean of 32 minutes. 
 
When asked whether they had used any of the counseling aids from the training 
in their counseling sessions with mothers, 67% of the interviewees said yes. One 
individual had used the Counseling Cards, Feeding Options Chart and 
Breastfeeding Checklist to assist in counseling mothers on infant feeding. It was 
reported that subsequent to the training Course Directors had visited participants 
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at PMTCT Programme sites and observed a significant change in staff attitudes 
towards mothers; they noted that feedback from the mothers was positive. 
 
1.7  PMTC: Barriers and Lessons Learnt 
 
For the purpose of the MPhil degree, the scope of the study is limited to the 
Eastern Cape province. In 2000 the South African government introduced a 
programme offering prevention of mother-to-child transmission (PMTCT) services 
at 18 pilot sites, including 2 sites in Eastern Cape – East London Complex (Frere 
Hospital and 29 clinics, Cecilia Makiwane Hospital and 19 clinics) and 
Umzimkulu Sub-district (Rietvlei Hospital and 12 clinics)(Department of Health, 
2001). The PMTCT programme is now being implemented nationwide. A number 
of important lessons have been learnt from the PMTCT pilot sites in terms of the 
possible barriers to the programme. These barriers or challenges to the 
successful implementation of PMTCT programmes which include factors such as 
socio-cultural influences, are summarised below. 
 
1.7.1 Vulnerable Age Group 15-49 years 
The new government of South Africa in 1993 created Eastern Cape province. It 
was created from two “Bantustans”(Transkei and Ciskei), and also part of the 
Cape Provincial Administration. It has a population density of 39 persons per 
square kilometres. In 1999, the population of Eastern Cape was estimated at 6.7 
million, with a growth rate of about 1.1% annually. It has very few jobs for its 
residents and has the highest unemployment rate in the country-at 48.5%, with 
per capita disposable annual income of R 7,800 ($780).  
 
Most men work as migrant workers in Gauteng and Western Cape Province. 
Most women and children remain in the rural areas and generally make the 
majority of the population. This is especially so in the former Transkei. The 
prevalence rate in the Eastern Cape has grown from 15.9% in 1998 to 18.0% in 
1999 (RSA National Treasury, 2001). About 35.5% of the population is under the 
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age of 15 years, which means that majority of the population in this province lies 
between the vulnerable age group of 15 - 49 years, hence the possible rapid 
growth of the epidemic. 
 
1.7.2 Lack of Infrastructure &Financial Capacity 
The lack of the necessary infrastructure and the associated cost for administering 
PMTCT programmes are the other barriers hindering the prevention of mother-to-
child transmission programs.  
In total the Eastern Cape Province now has a primary health care infrastructure 
that includes 653 fixed clinics, 124 mobile clinics, 28 community health centres, 
and 64 district hospitals. Altogether the province has 920 health facilities (RSA 
National Treasury, 2001). A new infrastructure for delivery of primary health care 
was added to existing services, a program driven nationally, but implemented 
locally, which aims to reduce the inequalities between hospitals and clinics in 
terms of staff allocation, financial management and increase access to PHC 
services (NDOH, 2001). The cost of managing an efficient PMTCT program has 
serious financial consequences, which is much beyond the budget of the 
province. 
 
1.7.3 Lack of Necessary Personnel 
Necessary human capacity is another barrier facing PMTCT programmes in the 
province. In the case of the Eastern Cape, poverty in the province does not 
attract sufficient health workers to serve the women and children in need of basic 
health care. Consequently, there is a huge shortage of health personnel in the 
region. The province has 13 doctors per 100 000 people, 2 specialist per 100 000 
people, and 0.8 dentist per 100 000 people as well as 229.9 nurses per 100 000 
people. These figures are far below the national average of 21.7, 10.4, 1.8 and 
324.2 respectively (RSA National Treasury, 2001). Implementation of PMTCT 
requires appropriate human resources at the health care level. The selection and 
appointment of staff to key management position is quite important to the 
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effectiveness of PMTCT program. Currently at most levels of the Eastern Cape 
health care system there exist: 
 General management style and culture that are not always conducive to 
meeting the challenges of the PMTCT program; 
 Top-down approach and unsupportive relationship with their immediate 
supervisors; 
 Lack of ability to produce a reliable data and monitoring information, etc. 
 
1.7.4 Socio-Cultural Influences 
Another possible barrier to PMTCT programmes is the extent of socio-cultural 
influence on PMTCT in Eastern Cape. The population in this area is largely rural- 
about 66.8%. The province is inhabited mostly by the Xhosa people and other 
minority tribes like the Sotho; Zulus; Vendes; Koisan, etc. These people are very 
traditional and maintain their respective cultures. Seemingly certain cultural 
tendencies have certain demands on pregnant women, especially in terms of 
where to deliver, with preference being placed heavily on home delivery. A key 
question that this research therefore seeks to address is “what are the socio-
cultural barriers to the successful implementation of PMTCT programmes?” 
Identification of these barriers will help policy makers as well as improve the 
implementation of programmes for the prevention of mother-to-child transmission 
of HIV. 
 
 
1.8 Conclusion 
The last section describes some of the key barriers to implementation of PMTCT, 
and highlights the importance of this research.  
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CHAPTER 2: LITERATURE STUDY  
 
 
 
 
 
2.1 Introduction 
This chapter summarises the literature on PMTCT relevant to the research topic.  
Internationally and nationally there is ongoing research in the field of HIV AND 
AIDS, and many prevention and treatment modalities have been described. 
Many of these modalities are based on the PETRA Study (UNAIDS, 1998), which 
is a placebo-controlled trial with 4 arms:  
   Antepartum  Intrapartum  Postpartum 
A  AZT + 3TC  AZR + 3TC  AZR + 3TC 
B  Placebo  AZR + 3TC  AZR + 3TC 
C  Placebo  AZR + 3TC  Placebo 
D  Placebo  Placebo  Placebo 
 
The success of these treatment modalities are greatly influenced by the 
complexities that are associated with mother-to-child transmission of HIV, such 
as various risk factors to which pregnant women are exposed to, and which 
poses challenges for the prevention of MTCT in resource-poor regions. The first 
section briefly summarizes the literature on the factors that contribute to the risk 
of mother-to-child transmission (MTCT) of HIV, with particular reference to sub-
Saharan Africa (including material factors, behavioural factors, obstetrical factors, 
infant factors and viral factors). Thereafter, interventions identified in the literature 
that attempt to reduce PMTCT are discussed. 
 
2.2 Risk Factors associated with PMTCT 
This section briefly summarizes the literature on factors that contribute to the risk 
of mother-to-child transmission (MTCT) of HIV, with particular reference to sub-
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Saharan Africa, and include material factors, behavioural factors, obstetrical 
factors, and viral factors.   
 
2.2.1   Maternal Factors 
 Immune Status:  
The risk for MTCT is increased with the severity of immune deficiency. Women 
with low CD4 counts (<200 cells/ml or less) are more likely to transmit HIV to 
their infants (SA Department of Health, 2000).  
 
 Vitamin A deficiency:  
Studies on MTCT have suggested an association between Vitamin A 
deficiency in the mother and risk of MTCT. Vitamin A deficiency in HIV 
infected mothers is associated with a higher risk of HIV transmission from 
mother to child. Ongoing trials in Malawi, South Africa, Tanzania and 
Zimbabwe are currently studying whether adding vitamin supplements to 
pregnant women’s diet will affect the risk of MTCT (Semba, Miotti, Chipangwi, 
et al, 1994) 
 
2.2.2   Behavioural Factors 
Cigarette smoking, drugs, and unprotected sexual intercourse during     
pregnancy has been associated with an increased risk of MTCT (Reggy &  
Simonds, Rogers, 1997). 
 
2.2.3   Obstetrical Factors 
Genital infections and especially sexually transmitted (STDs) may result in 
chorioamnionitis. Prolonged rupture of membrane during labour is another 
common cause of infection (Minkoff, Burns, Landesman, et al, 1995) 
 
However, the risk of transmission is relatively higher during delivery, due to 
the presence of the human immuno-deficiency virus in blood and mucus in 
the birth canal. As a preventative measure, various methods of vaginal 
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washing (lavage) before and during delivery are being investigated in several 
developing countries. In a trial performed in Malawi, lavage-using 
chlorhexidine showed no overall difference in rates of MTCT, but did show a 
significant reduction in cases where membranes were ruptured for more than 
four hours. It also resulted in significant reduction of infant mortality and 
morbidity (Taha, Biggar, Broadhead, et al., 1997). 
 
 Mode of delivery: 
The mode of delivery may also influence the risk of MTCT. Elective   
caesarean section births have been shown to reduce the risk of MTCT 
(Hofemeyer & McIntyre, 1997).  
 
2.2.4   Infant Factors 
 Breastfeeding: 
HIV is transmissible through breast milk. Subsequently breastfeeding is  
associated with at least one-third of all MTCT(Dunn, Newell, Ades & Peckham, 
1992) 
 
 Foetal trauma: 
Traumatic births and births where the foetal skin is traumatized from 
obstetrical procedures increase the risk of MTCT (Mandelbrot, Mayaux, 
Bongain, et al, 1996). 
 
 Prematurity: 
Pre-term births tend to place the infant at higher risk for MTCT as compared to 
full term births (Reggy, Simonds & Rogers, 1997). 
 
2.2.5   Viral Factors 
 HIV Viral load: 
A high level of circulating HIV virus (viral load) is an important contributor to 
MTCT. The higher the viral load the more likelihood that MTCT will occur. 
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There is a higher risk of MTCT in women with advanced HIV disease (AIDS) 
or documented high viral loads (e.g. >50,000HIV particles or more/ml) (ACAS, 
2001 & 2003). 
 
2.3 Interventions 
Resulting from the risk factors discussed above, a variety of interventions have 
been identified in the literature that attempts to reduce MTCT. 
 
2.3.1   Behavioural Interventions 
 Primary Prevention of HIV: 
Preventing HIV infection among women, and men, of childbearing age is the 
best method to reduce the possibility of MTCT. 
 
 Preventing new HIV infections: 
New HIV infection during pregnancy (and breastfeeding) may increase HIV 
viraemia, which will increase the risk of MTCT. Pregnant women should be 
advised on safer sexual practices, including the importance of correct and 
consistent condom use. 
 
2.3.2   Therapeutic Interventions 
 Nutritional supplementation: 
Nutritional supplements (iron, folate, multivitamins and vitamin A) should be 
routinely given from the initial diagnosis of pregnancy until delivery. These 
supplements have been shown to result in improved pregnancy outcomes, 
including reducing the incidence of stillbirth, prematurity and low birth weight. 
 
2.3.3   Obstetric Interventions 
 Vaginal cleansing: 
MTCT may occur during delivery to the presence of blood and mucus in the 
birth canal. Studies have shown that vaginal cleansing with an antiseptic 
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solution is associated with reduced MTCT and improved perinatal outcome 
(Biggar, Miotti & Taha, 1996). 
 
 Artificial rupture of membranes (AROM): 
Rupture of membranes for longer than 4 hours prior to delivery is associated 
with increased MTCT (Mandelbrot, Mayaux, Bongain, et al, 1996). Routine 
AROM should be avoided in both HIV positive or negative women. AROM 
should only be done if there are specific obstetric indications and as late as 
possible. In HIV-positive women other methods of augmenting labour should 
be considered (e.g. oxytocin augmentation). 
 
2.3.4   Antiretroviral (ARV) therapy for MTCT 
 Zidovudine: 
In recent years ARV has been shown to be able to reduce MTCT by 50-60% 
if these medications are given during the pregnancy and labour and to the 
newborn infant. A short course regime of 300mg zidovudine administered 
orally 12 hourly, given from 36 weeks of pregnancy onwards and 300mg 
zidovudine administered orally 3 hourly during labour can reduce MTCT by 
approximately 50% (CDC and Ministry of Thailand, HHS new, 18/02/98). 
However, the effect of antiretroviral therapy (ARV) on breast fed MTCT, 
when given during pregnancy, is not yet established. 
 
Mother-to-child HIV transmission (MTCT) is a rapidly and new developing 
field of medicine and health care. Scientific data emanating from the study 
results of 1998 and 2000 on the use of ARV regimes to prevent MTCT 
(UNICEF, 2001), including issues of efficacy and factors affecting optimal 
choices of ARV regimes in different settings, as well as lessons learnt from 
the pilot sites in South Africa such as problems in the health care system in 
general, unequal provision of infrastructure between provinces and sites, 
budgets and funding, have sufficiently shown that the risk of MTCT of HIV 
can be greatly reduced with improved antenatal and postnatal care; voluntary 
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HIV counselling and testing (VCT); antiretroviral drug therapy; and avoidance 
of breastfeeding.  
 
In view of the above findings (or discussion) and recommendations and 
measures put in place to enhance the effectiveness of the PMTCT 
programme, it is clear that the prevention of MTCT programmes are not 
yielding the required results in most of the PMTCT pilot sites. While the 
efficacy of ARV regimens in reducing the risk of HIV infection is important, 
other key components of the project such as: practicality and effectiveness; 
safety; drug resistance; acceptability and cost to families of these 
preventative modalities; and the socio-cultural and institutionalised traditions 
of the people for whom these programmes are designed to prevent MTCT of 
HIV, are important and need to be investigated. For the purpose of MPH 
degree however, this research attempted to investigate only the socio-
cultural barriers that affect the efficacy of PMTCT programmes in Gauteng.  
 
The main aim and objectives of this research, as well as a detailed account 
of how the research was conducted, is described in the next chapter.  
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CHAPTER 3: RESEARCH METHODOLOGY  
 
 
 
 
3.1    Study Design 
This research utilized an open-ended qualitative methodology, with data 
collection methods including a combination of focus group discussions and in-
depth interviews with key informants for. The next section describes briefly why a 
qualitative methodology has been used for this research. 
 
3.1.1 Use of Qualitative Methods 
Qualitative methods were used in this research because it was considered 
appropriate to answer the research question, and meet the research objectives. 
According to Patton, qualitative data consists of three types: 
 
3.2  Research Aim and Objectives 
There are three stages when a baby can become infected with HIV: while the 
mother is pregnant, at the time of birth and when the mother is breast-feeding. 
The aim of this research was to explore the main socio-cultural barriers during 
the above three stages that hinders the successful implementation of PMTCT 
programmes in East London district (Mdantsane, Zwelitsha and Emthonjeni), in 
the Eastern Cape Province. 
 
The objectives of this research were: 
 To explore perceptions around the status and role of women, and how 
these affect PMTCT during the antenatal, intrapartum and post natal 
period. 
 To identify socio-cultural factors that impact on women’s care seeking 
behaviour (such as, for example, accessing ANC or VCT services) 
 To determine socio-cultural perceptions and practices around infant 
feeding, and identify socio-cultural barriers to exclusive breastfeeding or 
exclusive formula feeding. 
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3.3  Study Population  
The target population consisted of HIV positive pregnant women aged between 
15 and 49 years, living in households in the catchment areas (Mdantsane, 
Zwelitsha and Emthonjeni) served by the research site in East London (Frere 
Hospital). The groups were divided into pregnant women, their husbands’ family 
(mothers-in-law) and her family. They were selected from those who are able to 
access health care facilities in Frere Hospital which have PMTCT programmes 
as well as those who are unable to access care. Ten pregnant women (aged 
19yrs and older) were interviewed at the elected sites (which were at the health 
clinics). Eight health workers implementing the PMTCT programme in Frere 
Hospital were interviewed. These include doctors, HIV and AIDS counsellors and 
nurses. Individual interviews were held with 5 mothers-in-law of pregnant women. 
Focus groups were held with mothers-in-law, and pregnant women (aged 19yrs 
and older), at their homes.  
 
3.4    Data Collection Procedures 
 
Data was collected from participants in the various groups described in 3.4.1. 
and 3.4.2.  This section describes data collection procedures in greater depth. 
 
3.4.1   Participants 
Participants were drawn from the East London district (Mdantsane, Zwelitsha and 
Emthonjeni), through purposeful sampling. According to Patton, purposeful 
sampling refers to the selection of participants (or documents or visual material) 
that will best answer the research question. No attempt is made to randomly 
select informants (Patton M. Q. 1990).  
 
3.4.2 In-depth Interviews and Focus Groups 
 
The value of the use of in-depth interviews and focus groups discussions for 
exploring socio-cultural issues, and making them explicit, has been well 
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described in the literature (Atkinson, Heath & Chenail, 1991). Through the use of 
multiple data collection methods (in-depth interviews and FGDs), as well as 
multiple data sources, the researcher was able to explore whether there is any 
congruence between HIV positive pregnant women’s perceptions of the barriers 
to the use of nevirapine and the perceptions of their mothers-in-law or that of the 
health workers.  
 
3.4.2.1   Individual Interviews 
A total of 23 interviews were conducted, of which 10 were with pregnant women 
(19yrs & older), 5 with mothers-in-law, and 8 with health care providers. 
Thereafter, data collection was stopped because saturation of data occurred 
(Creswell, 1998). Saturation is the term used to refer to the point in data 
collection at which the researcher finds no new themes emerging from the data. 
An interview guide was used to guide the interviews. However, the interview was 
allowed to take the form of a conversation, rather than the researcher rigidly 
following the guide. This was found to be very useful in obtaining relevant 
information, while at the same time allowing the participant to be able to relax 
and hence share perceptions more freely.  
 
3.4.2.2   Focus Groups 
Three Focus groups were conducted, one with each of the following categories:  
 
 Pregnant women (aged 19 yrs and older), 
 Mothers and Mothers-in-law and 
 Health Care providers (Doctors, nurses and HIV and AIDS counsellors) 
 
Each focus group consisted of 6-8 participants, and a total of twenty participants 
were reached through this method of data collection. Again, while an interview 
guide was used, the researcher was careful not to lead the discussions or 
impose on what was discussed.  The researcher allowed the participants to 
discuss issues among themselves, which helped to ensure content-rich 
Stellenbosch University  http://scholar.sun.ac.za
 21 
qualitative data from the natural flow of discussions. The process was interactive, 
allowing participants to acquire knowledge on PMTCT and relevant aspects of 
child rearing or HIV prevention in general. The discussion was conducted in a 
language with which the participants were comfortable, which was mainly 
Isixhosa, Isizulu and Sesotho. It was only the interview with health workers that 
was conducted in English. The discussions took a maximum of one and a half to 
two hours so as not to tire the participants while gathering as much information 
as possible. 
 
Though the information collected from the FGDs may not be used for projection 
on the entire population of HIV positive mothers in South Africa, the information 
collected was content rich, and provided some insight into some of the socio-
cultural barriers preventing the use of Nevirapine by HIV positive pregnant 
mothers, which will be useful to policy makers and health providers. 
 
3.5    Data Management and Recording Procedures 
 
Using an interview guide, the researcher moderated the sessions with the 
assistance of a trained facilitator. The discussions were tape recorded, 
transcribed and translated for meaning. While an interview guide was used, the 
researcher allowed the participants to discuss issues among themselves, to 
ensure content-rich qualitative data from the natural flow of discussions, as 
previously indicated. The process was interactive to allow for knowledge 
acquisition by participants.  
The following are attached as appendices: 
 App. 1- Preparation and Conducting of Interview 
 App. 2- Interview guide with Mother/Mothers-in-law 
 App. 3- Interview guide with HIV and AIDS positive pregnant mother 
 App. 4- Demographic questionnaire for Individual Interviews and Focus  
             Groups. 
 App. 5- Interview Guide with Health Workers  
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3.6    Data Analysis 
 
The analysis of the data was done using thematic analysis, as discussed by 
(Creswell, 1998). A computer package was not available to the researcher, 
resulting in the data being analysed manually. The researcher coded the 
transcripts from interviews and focus groups, and then developed broad 
categories under which all the codes could be placed. At this point the researcher 
revisited the research objectives, and this guided the final selection of themes for 
presentation and discussion of data. 
 
3.7  Methods for Verification of Data 
 
The criteria of credibility, transferability, dependability, and confirm-ability were 
applied to ensure the quality of the data in this research, as described below 
(Patton, 1990):  
 Credibility refers to whether or not participants found the account of the 
research true. Copies of the draft report were discussed with some of the 
participants. They all felt that the report resonated with their experiences. 
 Transferability is based on the idea that accounts may be transferable to 
other settings through much description. A detailed account of the research 
methods used in this research was thus provided. Different data sources (health 
workers, mothers-in-law and pregnant women) were used as well as different 
methods of data collection (individual interviews and FGD’s) for purposes of 
triangulation. 
 Dependability in quantitative research replaces the notion of reliability (or 
consistency of findings). This has been achieved by an auditing trail, and a 
detailed description of the research process. 
 Confirm-ability – the extent to which findings are qualitatively confirmable 
– has been achieved by grounding analysis in the data.   
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3.8    Ethical Considerations 
The importance of ethical considerations is addressed by most authors who 
discuss research design (Patton, 1990; Creswell, 1998). The following 
safeguards were employed in this study to protect the rights of the participants: 
 
1. Permission to gain access to the site for the study was obtained in writing 
from the relevant Hospital authorities (Frere Hospital, East London); 
2. The research aim and objectives were clearly articulated, both verbally 
and in writing, so that they would be clearly understood by the Health 
authorities, the members of different community health development 
structures, as well as by the in-depth interview and focus group 
participants; 
3. Permission to be interviewed was obtained from the research participants; 
4. The interviews were conducted in a language in which the participants are 
comfortable; this was mainly in Isixhosa, Isizulu and Sesotho, except in a 
few instances where translation into Tshivenda or Sepedi was required.  
5. Research participants were informed of all data collection devices and 
activities, and they were assured of the confidentiality of the data; 
6. The final decision regarding informant anonymity resided with the 
informants.  
 
3.9 Conclusion 
 
This chapter outlined the research methods used in this study, as well as the 
procedures used for verification of data and those employed to ensure that the 
rights of participants are protected. The next chapter presents the outcomes of 
this research. 
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CHAPTER 4: RESULTS AND DISCUSSIONS  
 
 
 
 
4.1 Introduction 
This chapter summarizes the main findings arising from this research. The main 
question that this study attempted to answer was: What are the main socio-
cultural barriers to the successful implementation of PMTC? The main themes 
that have emerged from the data have been grouped thematically under the 
following headings: i) barriers during the antenatal period, ii) barriers during the 
intrapartum period and iii) barriers during the postnatal period. 
 
4.2  Constraints or barriers during the antenatal period 
4.2.1  PMTCT: Voluntary Counselling and Testing 
As stated in chapter one, HIV testing and counselling is a critical component of 
prevention strategies to reduce transmission of HIV from mother to child (Dabis, 
1999; Basset, 2002; Mofension & McIntyre, 2000). Unless pregnant women are 
willing to be counselled and tested for HIV, the encouraging advances made in 
the use of drugs to reduce perinatal transmission, as well as greater access to 
treatment now available in South Africa, will be meaningless. HIV counselling 
and testing also offers the opportunity to identify HIV-infected individuals and 
channel them into treatment programmes. Through the early identification of the 
infection, its management can be substantially improved. 
 
PMTCT counselling in South African health facilities occurs in two phases: i) 
counselling and informed consent for HIV testing, and ii) ongoing counselling and 
information during the antenatal and postnatal period to support infant feeding 
and other decisions such as disclosing HIV status. In most of the health facilities 
in South Africa, women are introduced to the components of the PMTCT 
programme during a group information session at the antenatal clinic. Thus, all 
antenatal clients attending for the first time are informed about the PMTCT 
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programme in a group (but might already have heard about the programme in the 
community).  
 
All the facilities in this study provided group counseling, although health workers 
reported that there are some facilities where group counseling is not consistently 
done. This was attributed to either to a shortage of staff, or a low client load (in 
which case individual information sessions are done). Following the information 
session, in most facilities in South Africa, individual pre-test counselling is offered 
and women can decide whether or not to go for voluntary counseling and testing. 
In KwaZulu-Natal individual HIV counselling is seen as compulsory in order for 
women to make an informed choice regarding HIV testing, and the very high 
uptake of HIV testing in this province may be related to the approach of providing 
individual counselling to every antenatal client (Tint & Doherty, 2003). The study 
by NDOH and HST (2003) also found that in Mpumalanga, Eastern Cape, North 
West and the Northern Cape there were still problems with the employment of lay 
counselors, and most counseling in these provinces is performed by nurses with 
numerous clinical duties. The low uptake of HIV testing in these provinces may 
be attributable to the lack of lay counsellors, although this is not without 
problems. Data from this research indicate that the high levels of societal stigma 
could result in women being reluctant to see a lay counselor (especially if the lay 
counselor resides in the same community as client), although this was an outlier 
view. There were also instances where confidentiality was not maintained, 
although this was again not widely reported. Mostly, participants across 
interviews (professional and lay groups including pregnant women) felt that use 
of lay health counsellors was very positive step in the PMTCT of HIV programme. 
 
Other barriers identified by participants related to issue such as whether the 
provider (professional or lay), is perceived as caring and empathetic, and 
whether they (pregnant women) felt free to attend the ANC clinic. Noteworthy is 
that most pregnant women (80%) expressed the view that they were free to 
attend the antenatal clinic, while 20 % of participants felt that they were not free 
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to do so. The main reason given for not being able to attend was that there was 
no ANC clinic close to where the participant resided, especially when they have 
to move between the family home and that of the mother-in-laws in the rural 
areas. The high cost of traveling to and from the clinic was also cited as a reason 
for not attending ANC (especially considering the fact that many women were 
unemployed). Significant also was the fear that health workers would not keep 
their records confidential. Further barriers identified by some participants were 
“the bad attitudes of nurses”, no available transport, and lack of time - as stated 
by one woman: “because I do part time work, sometimes I do not have time to 
go”. Although extreme views, two participants reported that the husband or 
mother-in-law respectively, were against their attending the antenatal clinic. It 
can thus be argued that the attendance of ANC was not constrained so much by 
cultural factors as by economic factors, lack of transport, and health workers 
attitudes.   
 
4.2.2 Stigma, Gender and VCT 
From the above it can be seen that there are various factors that influence the 
uptake of HIV testing, which include both health service and community factors. 
Health service factors include attitudes of professionals, infrastructural problems 
which lead to a lack of privacy, and issues with confidentiality. These will not be 
elaborated on here, as it was not the focus of this study. However, it is mentioned 
here because of its potential to fuel already high levels of existing stigma. The 
most important community factor, which was a dominant theme across individual 
interviews and focus groups that influences the uptake into VCT, was social - 
high level of societal stigma and discrimination, as well as the status of women.  
Stigma resulted in fear of negative reactions from partners or relatives, leading in 
turn, to low levels of disclosure by pregnant women to their spouses or partners, 
or a family member subsequent to HIV testing. Many pregnant women 
interviewed displayed signs of internal stigma, evidenced by such comments as: 
 “I felt too ashamed to mention it to my family”  
 “I felt a disgrace to my family”   
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“I am ashamed, because I made a mistake”  
With regards to community or social barriers, the fear of rejection, abandonment 
and fear of loss of support related to an HIV positive diagnosis was expressed by 
most health workers as well as pregnant mothers and family members 
interviewed as a serious limiting factor to HIV testing. Because a woman is 
generally the first member of a couple to receive HIV testing and know her 
status, she is often seen as the one who brings HIV into the family (Varga, 2002) 
A number of studies have shown that despite high awareness of the presence of 
HIV and AIDS in the community, it is still associated with stigmatisation and fear 
among community members (Varga, 2002).  Thus, it was not surprising that 
many pregnant women reported that they found it extremely difficult to disclose 
their positive status subsequent to HIV testing. This was supported by interviews 
conducted with health workers, who confirmed that disclosure of HIV positive 
status was still “a very traumatic experience for mothers”. Thus, many women 
are reluctant to have a HIV test, and where they do have a test, they prefer not to 
disclose their status, especially to their partners. This finding was similar to 
findings reported in the literature (WHO, 2003), which found that rates of 
disclosure among women in developed countries were higher than in developing 
country contexts, with rates ranging from 16.7% to 86%. Among the studies that 
reported disclosure rates to current and/or steady partners the average rate of 
disclosure was 49%, considerably less than the average rate reported from 
studies conducted in the developed world (79%).  
 
Analysis of responses as to why women did not disclose their status revealed a 
variety of responses. Fear of stigmatization, and fear of rejection by their partners 
were the dominant responses, across interviews. Some reasons for not 
disclosing included responses such as:  
 
“my husband is already infected…so he knows I’m infected because he’s 
the one who infected me.”  
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By implication, the above is participant is saying that because her husband has 
been diagnosed as HIV positive, she came to be tested because she knew that 
she would test HIV positive as well, since they had not used condoms. It also 
highlights another barrier often referred to by all categories of participants – that 
lack of communication between partners, male dominance in relationships, and 
resistance by men to use condoms was contributing to the spread of the HI virus. 
It was interesting that participants referred to their lack of income within the 
context of their well-being and their ability to attend antenatal clinic, however, 
most pregnant women did not link their economic status to a lack of power in 
their sexual relationships. Most participants however, reported that they were 
unhappy about the unwillingness of their partners to go for VCT. This is in line 
with findings from various studies that have shown that despite attempts by 
counsellors and nurses to offer VCT for couples, the uptake of testing by partners 
continues to be poor (Varga, 2002). WHO recommends that (WHO, 2000), at 
least 50% of partners of antenatal clients should be tested for HIV. Given the 
afore-mentioned discussion, this appears to be quite an ambitious target. Greater 
attention should therefore be directed towards developing strategies to increase 
male involvement in the PMTCT programme in the Easter Cape, especially in 
East London district (Mdantsane, Zwelistsha and Emthonjeni). 
 
 All the sites offering PMTCT services in SA use rapid HIV tests. This policy 
makes it possible for HIV test results to generally be available the same day 
except in extreme cases, where a severe staff shortage or stock outs of rapid test 
kits have been reported (Tint & Doherty). Given some of the barriers such as cost 
and lack of transport, it is most helpful to the PMTCT programme if clients 
receive their results the same day as their pretest counseling and HIV testing. 
The evaluation of the national PMCTC programme has shown that there are 
large differences between provinces in the uptake of HIV testing ranging from 
14% in the North West to 92% in KwaZulu-Natal (Tint & Doherty). In addition to 
variation between provinces, much variation exists within provinces. For example 
in the Eastern Cape, the testing uptake rate in the Rietvlei site is 86% (852/995) 
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whilst the rate in the East London site is 31% (4602/15025). The researchers of 
this particular survey articulated various reasons for the large differences 
between provinces in testing uptake. These relate to issues such as testing 
options outlined in the various policies, and employment of lay counsellors. 
However, the said survey or study was done in a clinic setting, focusing on health 
service barriers, and did not explore socio-cultural barriers. The evaluation (tint & 
Doherty), also found that the provinces with the smallest drop off between first 
antenatal visits and women accepting HIV testing, namely Gauteng, KwaZulu-
Natal and the Western Cape, have all prioritised the utilization of lay counsellors, 
either by directly employing them or by contracting NGOs to employ them. 
Provinces with low HIV testing uptake such as the North West (14%) and the 
Eastern Cape (34%) are still struggling to employ lay counsellors and many of 
the pilot facilities still rely on nurse counsellors. While these studies cannot be 
viewed as conclusive, the results of this qualitative study (on socio-cultural 
barriers to PMTCT) suggests that use of lay health workers will help to reduce 
language and other cultural barriers which might facilitate uptake into PMTCT 
programmes in East London district (Mdantsane, Zwelitsha and Emthonjeni). 
Because of the high levels of social stigma, it would also be important to 
strengthen efforts to integrate HIV counselling into reproductive health services, 
such as family planning services or ANC.   
 
In many provinces including Eastern Cape, women are given the option to 
receive individual pre-test counselling whilst in other provinces such as KwaZulu-
Natal, individual counselling is seen as an integral part of antenatal care and all 
women receive an individual session with a counsellor. Following this session a 
woman can decide whether to be tested for HIV or not. It appears that this 
approach increases the uptake of testing as it may normalise counselling as part 
of antenatal care and not associate it only with testing for HIV (Tint & Doherty). A 
number of sexual and reproductive health specialists have asserted that this, and 
this in turn, will help to reduce HIV related stigma (Taha, Biggar, Broadhead et al, 
1997). 
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Although not a socio-cultural barrier, but linked to stigma, is the lack of space or 
adequate infrastructure of facilities for VCT, because privacy is required for 
effective counseling. It was found that facilities with insufficient space for 
counselling appear to have lower testing uptake rates than facilities that do have 
sufficient space ((Tint & Doherty). This infra-structural constraint should not be 
regarded as a reason not to implement PMTCT in a facility; rather, strengthening 
of facility infrastructure should be seen as an ongoing priority to enable effective 
provision of PMTCT. Other health service problems identified that need to be 
briefly mentioned here relate to interruptions in the supply of testing kits to 
facilities (simply because it takes so much courage for a woman to get to this 
point). While not common, these interruptions can result in missed opportunities 
for HIV testing, and de-motivate clients. It is hoped that as the national PMTCT 
programme expands more rapidly, districts and sub-districts (instead of the 
national HIV/AIDS directorate) will procure their own supplies, and that this will 
help to avoid interruptions in service delivery. Ongoing capacity building of staff 
in management and systems strengthening will also help to obviate this problem.  
 
All the women in this research study said they received their test results on the 
same day as having VCT (but this is not generalisable due to the purposive 
nature of the sample). However, the national evaluation (Tint & Doherty), 
reported that HIV test results were received by 85% (39733/46910) of women 
who agreed to an HIV test. This is very encouraging since it suggests that rapid 
tests are being used and that results are most likely available the same day as 
testing. The largest proportion of clients who did not receive their test results 
came from Gauteng and the North West provinces, and this should be further 
explored in another study. 
 
In summary, it can be said that the high level of HIV stigma reported by 
participants in this research study seems to reflect the situation nationally, and 
that much more needs to be done to reduce stigma. The average uptake rate for 
HIV testing (which is a good indicator of levels of societal stigma) in the 18 pilot 
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sites in 2002 was 56% (Tint & Doherty). While this meets the World Health 
Organisation’s (WHO, 2000), suggested target that at least 50% of pregnant 
women counselled should be tested for HIV (as part of their recommended 
routine PMTCT indicators), there is wide variation among sites, with some having 
a testing uptake rate of below 50%. This is considered to be unsatisfactory and 
these sites should be targeted for extra support (Tint & Doherty). 
 
4.3  Constraints or barriers during the intrapartum period 
The main constraint to counselling and testing during the antenatal period was 
the fact that many women still reported that they deliver their babies at home due 
to cultural beliefs or lack of transport to a facility. While most women were 
planning to deliver in a health facility, there were women, who reported that 
traditionally, they were expected to be delivered at the home of the mother-in-
law, by an elderly woman. This has implications for PMTCT since traditional birth 
attendants are not necessarily trained or aware of obstetric practices during 
labour to reduce or prevent perinatal transmission. Health workers also pointed 
out that some women arrive at hospital for delivery without having “booked” (i.e. 
attended ANC). In these cases it was difficult to counsel patients due to 
constraints on privacy (which also made confidentiality difficult) in the labour 
ward.  
 
There was hardly anything in the literature reviewed by the researcher on this 
topic of socio-cultural barriers during the intrapartum period, except for a study 
conducted by NDOH and HST (2003) to evaluate the national PMTCT 
programme. This evaluation found that very few facilities were offering HIV 
testing to women in early labour or postnatally. This is partly because health 
workers do not feel that it is appropriate, and partly because lay counselors are 
not available in many delivery wards. An evaluation of obstetric services 
conducted by HST (SA Health Review, 2003; McCoy, Kemp, Ratsma et al, 2003) 
found that in most of the facilities surveyed, the physical layout of the labour ward 
indeed made privacy for counselling difficult, which supports the findings of this 
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study. While women arriving in labour were usually separated from family and/or 
friends, allowing questions about HIV status and nevirapine to be asked privately, 
confidentiality was more difficult when this initial evaluation occurred in a room 
occupied by more than one patient –which was often the case. For example, 
nurses complained that in rooms where beds are separated only by a curtain, 
even whispered conversations could be overheard. A few sites offered 
counselling and testing to women in early labour, a service provided by nurses 
and midwives. Some patients were given results immediately, others after birth. 
The National PMTCT Protocol (SA Department of Health, 2001), for the pilot 
programme states that women who do not attend antenatal care and report to a 
facility in labour should not have access to antiretroviral drugs because they 
cannot be adequately counselled and tested. The policy does however 
recommend early postpartum testing and infant prophylaxis. The policy regarding 
counseling and testing in labour should be reviewed and postnatal testing should 
be actively encouraged to prevent missed opportunities for treating infants.  
 
Many participants (including health workers) reported that while pre and post-test 
counseling was adequate, much more needs to be done in terms of provision of 
ongoing support. While this was mainly due to a lack of human resources and 
inability to cope with the demands of counselling for HIV testing in facilities, much 
more needs to be done at a community level to provide ongoing support to 
women. Participants felt that members of the community, such as “sangomas, 
elderly women, church or mosque leaders… should be involved with the MTCT 
programme, rather than neglecting them”. Given the high levels of stigma 
identified in this study, the involvement of local NGOs in ongoing support of 
women – through for example support groups - would be important. However, 
participants felt that NGO involvement was not sufficient and more needs to be 
done to harness the potential value of NGOs to PMTCT programmes. For 
example, NGOs could serve as valuable sources of support for home-based 
care, infant feeding support and ongoing counseling. This is discussed further in 
the next section. 
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4.4  Constraints or barriers during the postnatal period 
By far the most dominant theme emerging from the data of this study on socio-
cultural barriers during the postnatal period related to infant feeding. Surprisingly, 
little mention was made of the general nutrition of the mother. The South African 
National Protocol for the PMTCT pilot sites (SA Department of health, 2001), 
states that counselling should involve a pre-test session, post-test session and 
that HIV positive women should be offered counselling at every subsequent 
antenatal visit. The purpose of these sessions is essentially to assist women to 
cope with the diagnosis and to make plans to prevent HIV transmission to the 
infant.  
 
Despite the above recommendation that counselling should occur beyond the 
context of testing, many pregnant women perceived the need for more support 
and counselling, stating that they received too little ongoing counselling.  This 
results in a number of challenges, particularly in relation to infant feeding 
counselling. According to the national protocol (SA Department of health, 2001), 
infant feeding options are included in the post-test counselling session for HIV 
positive women along with other information. Because the time immediately 
following an HIV positive diagnosis is one of confusion, perhaps anger and 
shock, attempting to convey large amounts of information during this time may 
often not be appropriate. Ideally this should be done in a follow up counselling 
session once the mother has had an opportunity to deal with the initial impact of 
her HIV status, and she has disclosed to at least partner or a family member. Yet 
issues such as infant feeding options are, in reality, often discussed the post-test 
counselling session (Tint & Doherty, 2003)  
 
Given the constraints to support at the facility level, strengthening of community 
links is essential to provide follow up support for mothers both antenatally and 
postnatally. Ongoing community support can assist with disclosure, infant feeding 
practices, and reducing stigma would help to link individuals with community 
resources. Most participants, across interviews, reported that there was a need 
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for more support groups in communities. Support groups have been shown to be 
valuable place where women can share their experiences with others and gain 
from the group support (Varga, 2002). Unfortunately, difficulties have been 
reported regarding implementation of PMTCT support groups, and include lack of 
space within facilities to accommodate the group, difficulty in finding a facilitator 
for the group, and fear on the part of women of being identified as HIV positive. 
The latter again highlights the problem of HIV stigma, which appears to be the 
most serious social barrier to the successful implementation of PMTCT 
programmes. 
 
For pregnant women known to be infected with HIV, the avoidance of re-infection 
during pregnancy and lactation is important to lower the risk of MTCT. However, 
given the reluctance of many women to disclose to their partners, as pointed out 
earlier, this remains a big challenge. Success can only be achieved if their 
partners are involved in preventive interventions, particularly VCT and infant 
feeding counselling. However, the uptake of VCT amongst partners as well as 
disclosure of test results by women to partners in this study was not promising. 
These findings are congruent with the results of a study conducted among 
pregnant women in the Western Cape and in Swaziland (Tint & Doherty, 2003; 
Varga, 2002), which showed that women felt that being diagnosed HIV positive 
would result in serious social and domestic consequences, hence they were 
more likely to disclose to other family members than to their partners. This 
highlights not only the impact of the stigma, blame and discrimination that 
characterises the HIV epidemic in South Africa, but also reflects the status of 
woman in general in our society. While counselling of women should include 
providing them with skills and support to discuss HIV risk reduction and facilitate 
disclosure to partners or family members, greater efforts should be directed at 
empowering them with skills that could enhance their life choices, including their 
economic status and financial dependence on their male partners. 
The national PMTCT protocol (SA Department of Health, 2001), stipulates that 
care must extend beyond the point of delivery for both mother and child. All 
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women are advised to return for a post-natal care visit within 3-14 days after 
discharge, every two weeks in the first month and once a month thereafter. The 
purpose of these visits is to assess the woman for signs of infection, to provide 
multivitamins and prophylaxis against opportunistic infections, to provide support 
for exclusive breastfeeding if this is the chosen feeding method and to provide 
guidance on safe formula feeding and formula milk supplies to women who have 
selected to formula feed. These recommendations for maternal care are based 
on the DOH (2000), Guidelines for Maternity Care in South Africa. The 
recommendations for follow up of infants in PMTCT pilot sites are based on the 
South African DOH IMCI clinical case management guidelines, which were 
adapted in 2001/2 to include care of children infected or affected by HIV and 
AIDS (SA Department of Health, 2001/2).  
 
Despite the presence of comprehensive guidelines for follow up care, findings of 
this study was similar to that of the NDOH and HST (2003), which found that very 
few of the sites are able to provide the appropriate postnatal care required for 
women with HIV and their families. The challenges to providing effective follow 
up care are many. These include difficulties identifying HIV positive women and 
their infants at clinics due to inadequate tracking mechanisms, staff shortages, 
many women opting not to disclose their status to clinic staff (because of stigma), 
and poor access to health facilities due to long distances and a lack of affordable 
transport. Yet effective postnatal care of HIV positive women is important in order 
to prevent opportunistic infections, to provide nutrition support, to provide routine 
care, such as family planning, and to link women with other support services and 
groups. Since many maternal deaths occur in the postpartum period, good 
postnatal care can help to ensure the survival of mothers, which is critical to the 
survival of their infants (Preble & Piwoz, 2001). Furthermore, postnatal infant 
feeding support is essential to help mothers overcome difficulties and to ensure 
that the chosen method is practiced safely. Supporting the mother in her choice 
is especially important in a context where HIV related stigma is high. 
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While postnatal nutrition support of the mother was not a key theme in this study, 
the research literature strongly suggests that programmes to prevent MTCT 
should also provide nutrition support to HIV infected women in the postpartum 
period, particularly those women who are breastfeeding their infants, because 
they are at a greater risk of weight loss and post partum mortality (Nduati et al, 
2001). To relieve pressure on the professional staff, the involvement of 
community health workers for postpartum support may serve as a cost effective 
approach to help provinces strengthen the PNC services. The WHO places great 
emphasis on the importance of postpartum support and recommends that, at 
least 90% of HIV infected women should be referred to a support network. (41) 
Ultimately, the de-stigmatisation of HIV and AIDS at both the community level 
and the health service level may enable individuals with HIV to feel more 
comfortable disclosing their status to health workers. While this is a long-term 
aim, some strategies will need to be developed in the short term to improve 
follow up of mothers and infants as a means to providing improved care. 
 
4.5 Conclusion  
This chapter has presented the main findings arising from this research. In 
answering the main question that this study attempted address - What are the 
main socio-cultural barriers to the successful implementation of PMTC?  -
the data was presented thematically under the following headings: i) barriers 
during the antenatal period, ii) barriers during the intrapartum period and iii) 
barriers during the postnatal period. Key socio-cultural barriers identified were 
presented and discussed under each of these headings. An overarching theme 
of high levels of societal stigma emerged as the key socio-cultural barrier 
throughout all these three phases, with serious consequences for infant feeding 
which also emerged as a major challenge in this research. It is discussed further 
in the final chapter, which concludes the study and makes recommendations to 
address some of the main socio-cultural barriers identified. 
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CHAPTER 5: CONCLUSION AND RECOMMENDATIONS  
 
 
 
 
5.1 Introduction 
The central theme that emerged form this study, across interviews and focus 
groups discussions with pregnant women, mothers-in-law and health workers, 
was the high levels of HIV related societal stigma which this study concludes to 
be the key socio-cultural barrier to the successful implementation of PMTCT 
programmes in East London district (Mdantsane, Zwelitsha and Emthonjeni). 
This was found to have serious consequences for infant feeding, which by itself, 
also emerged as a major challenge in this research. These two themes are 
discussed further in this final chapter, which concludes with recommendations on 
how to address some of the socio-cultural barriers identified, and makes some 
suggestions for further research. 
 
5.2  Stigma, Gender and HIVAIDS 
The HIV/AIDS epidemic is affecting women and girls in increasing numbers, and 
globally, just under half the people living with HIV are female. Every day, 
approximately 5 500 women are newly infected with HIV, and nowhere is the 
trend more apparent than in sub-Saharan Africa where women comprise 58% of 
the existing HIV infections. In most Southern African countries, more than 1 in 5 
pregnant women (20-30%) are infected with the HIV virus (UNAIDS, 2002). Many 
researchers have pointed out that African women are at greater risk of HIV 
infection, and become infected at an earlier age than men. What emerged from 
this study, and supported by other research in similar contexts (Varga, 2002), is 
that stigma and other forms of discrimination or oppressions intersect, so that its 
effects are often experienced more severely by, for example, women.  
 
HIV positive women face stigma and discrimination in the family, the community 
and even within the health setting. Women were unanimous in their call for more 
Stellenbosch University  http://scholar.sun.ac.za
 38 
support: from support in dealing with the results of a positive test, to facilitating 
disclosure and making and sustaining choices about infant feeding. In particular, 
the low rates of disclosure to sexual partners or spouses need attention. These 
trends points to serious gaps in the AIDS response.  Hence: 
 
 All stakeholders and government in particular should work towards and 
strengthen a coherent, nationally-led AIDS response; 
 The AIDs response should include a strong IEC component and should 
also be directed at mitigating stigma; 
 Services that can protect women against HIV must be expanded, and as 
far as possible, VCT should be integrated into other sexual and 
reproductive health services; 
 Realistic strategies that address the interplay between inequality 
(particularly gender inequality) and HIV need to be developed; 
 The above would include a greater involvement of men in sexual and 
reproductive health, HIV prevention and PMTCT in particular;  
 It is equally important that women are more closely involved in designing 
and guiding programmes that are meant to serve them; 
 The nurturing of strong civil society organizations – support groups, youth 
groups, womens’ groups – can help to improve the reach, accountability 
and effectiveness of AIDS programmes; 
 Greater involvement of faith-based organizations, elders and traditional 
leaders in efforts to mitigate stigma is needed; 
 Support for HIV positive women to disclose their status publically and act 
as role models will also help to reduce stigma. 
 
In addition to the above general measures, it would be important to remember 
that efforts to prevent MTCT should relate to, and be considered within, the entire 
spectrum of HIV and AIDS primary prevention, care, and support activities.  
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Core PMTCT interventions are those that directly prevent MTCT during 
pregnancy, labour and delivery, and during the postpartum period for women 
who are already HIV-infected. The core interventions are those that are known 
today to be the most effective for identifying HIV infected women and for 
reducing the risk of HIV transmission during each of these periods.  
 
The main objectives of the core PMTCT interventions are to: 
 Reduce HIV transmission from mother to child 
 Reduce infant and child morbidity and mortality (AIDS specific and overall) 
 Identify and care for HIV positive mothers 
 Strengthen HIV and AIDS awareness and response in health services and 
the community. 
 
These core interventions for PMTCT cannot all be achieved at once. It is 
important though, to note that a key determinant of success for any preventive 
intervention is high coverage of the target population with the basic steps, as 
soon as possible (Tint & Doherty, 2003). Simple measures applied to a whole 
population will save more lives than complex interventions applied to a limited 
population. The key to high coverage of the interventions is to integrate them 
progressively into the standard, recommended package of maternal and 
childcare outlined in the maternal and child health policy of the Department of 
Health. In the South African setting, great efforts are being made to integrate 
PMTCT into routine maternal and child health care, and this need to be 
supported.   
These efforts should be complemented with strong collaborative partnerships 
between government and civil society organisations, as well as by strengthening 
co-ordination between the various sectors within government itself.  
 
5.3  Breastfeeding 
The advent of HIV and the knowledge that the virus can be transmitted through 
breastmilk has led to the need for the promotion of breastfeeding to be qualified 
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by information regarding the risks of HIV transmission through breastmilk. These 
risks however need to be weighed up against the immunological and nutritional 
benefits of breastfeeding, and the potential dangers of replacement feeding, even 
for infants born to HIV positive women. In recognition of the trade-off between 
harm and benefit, a WHO Technical Task Team has recommended that 
exclusive replacement feeding should only be encouraged in HIV infected 
women if it is safe, feasible, acceptable, accessible and sustainable, but that if 
any of these conditions are not met, exclusive breastfeeding should be promoted 
(WHO, 2000).  
 
Currently the PMTCT pilot programme in South Africa offers free formula milk for 
a period of six months to HIV positive women who choose not to breastfeed. It 
has been aptly asserted that with the low follow up rates displayed in the study 
by NDOH & HST (2003), and the acknowledgement that routine data cannot be 
used to track cohorts of infants, very little is known in South Africa about the 
actual infant feeding practices of HIV positive women nor of the impact of the 
provision of free formula milk on infant morbidity or on infant feeding practices in 
the non-HIV positive population, and this constitutes an important area for further 
research. 
 
Public health concerns have been raised about the decision to supply free 
formula as part of the package of care for PMTCT. The interim report on the 
PMTCT pilot programme noted that the uptake of free formula varied 
considerably between sites with similar socio-economic contexts, and that free 
formula was being taken up by women under conditions that were not safe or 
feasible (McCoy, Besser, Visser & Doherty, 2002). It was also indicated that 
some women who were provided with free formula did not formula feed 
exclusively and often mixed fed with breastmilk. A more recent study (Tint & 
Doherty, 2003), found evidence of high rates of intentions to formula feed in both 
urban and rural sites. The decrease in intentions to formula feed and increase in 
the intentions to breastfeed have been attributed to a variety of factors including: 
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 The lack of infant feeding training for health workers involved in PMTCT. 
 The stigma associated with the free distribution of formula milk from 
clinics. 
 The unreliable supply of formula to facilities, particularly feeder clinics. 
 
The current PMTCT protocol for the pilot sites (SA Department of Health, 2001), 
recommends that counselling on safe infant feeding should take place both 
antenatally (during the post test counselling session) and postnatally before the 
first feed. Within the antenatal setting, formal counselling is conducted mostly by 
lay counsellors. Very little is known about the extent to which nurses or doctors 
reinforce infant feeding options during their consultations with clients. Also, it is 
not sure to what extent the infant feeding component of counselling is adequately 
covered the training of lay counselors. This raises concerns regarding the ability 
of lay counsellors to accurately present infant feeding options to mothers. These 
problems highlight the fact that the provision of free formula milk does not ensure 
exclusive formula feeding or optimal nutrition for infants as reliable delivery of 
supplies is not guaranteed in many settings and the management of supplies at 
facilities does not appear to take into consideration the needs of mothers and 
infants (Tint & Doherty, 2003). Additionally, socio-cultural constraints to exclusive 
breast or formula feeding need more attention, and mothers need to be 
supported in whatever option they choose given their circumstances. 
 
Another concern among public health professionals is that the promotion of 
formula feeding in HIV positive women could ‘spill over’ into the general 
population (Tint & Doherty, 2003). ‘Spillover’ is considered to be increased use of 
formula, either earlier introduction, increased use of formula feeds or stopping 
breastfeeding altogether in HIV uninfected populations, or populations of 
unknown HIV status. The provision of free formula by facilities could be 
perceived by the general population as an official endorsement of formula 
feeding as being superior to breastfeeding. Together with the low levels of 
knowledge about the value and benefits of exclusive breastfeeding amongst 
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health workers, and with the added confusion related to HIV transmission, the 
policy could lead to an undermining of breastfeeding promotion and a 
deterioration of child health outcomes. These concerns have been given further 
justification by a UNICEF study of four countries in Southern Africa reporting that 
uncertainty over HIV and infant feeding was leading to a dangerous demise in 
support for breastfeeding (Latham & Kisanga, 2001;Willumsen & Rollins, 2001). 
There is also evidence that the provision of commercial infant formula increases 
the potential for, but does not guarantee, exclusive formula feeding. For example, 
data from Nairobi, showed that at least 30% of HIV-infected women who chose to 
formula feed and who were provided with subsidised formula milk, did not 
exclusively formula feed (Latham & Kisanga, 2001). It is possible that when infant 
formula is offered free of charge, clients might be tempted to choose formula 
feeding because this option would increase the food security of the household 
and not because they are committed to exclusive formula feeding. Hence the 
provision of free infant formula might increase the likelihood of mixed feeding 
which is thought to be particularly dangerous. 
 
According to the pilot site PMTCT protocol (SA Department of Health, 2001), 
women who choose to breastfeed should be counselled to exclusively breastfeed 
for 4 months and to abruptly stop breastfeeding at 4 months. Thereafter they are 
entitled to receive free infant formula for 2 months.  While not enough is known 
about the feasibility of abrupt cessation of breastfeeding within the South African 
context, experience within the pilot sites indicates that this is very difficult to 
achieve. This has been attributed to mainly cultural beliefs regarding length of 
breastfeeding and difficulty in accessing the free formula supply following early 
breastfeeding cessation (Tint & Doherty, 2003). Abrupt cessation of 
breastfeeding at the early age of four months could have serious consequences 
for the nutritional status of the infant, especially since access to free formula milk 
is not guaranteed in many settings. 
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Community support is thus especially important for women’s feeding choices in 
contexts where decisions are not made by the mother alone, and where cultural 
or family practices are highly influential in determining ultimate practices. A study 
of social and community perspectives on PMTCT conducted in the Limpopo 
province (Varga, 2002), found that a common cultural belief in the region is that 
babies cry because they do not receive adequate food. In relation to exclusive 
breastfeeding, women may experience immense pressure from family members 
to mix breast milk with formula milk in order to ‘satisfy’ the infant.  With the kind of 
social pressure experienced by many women, the current system of counselling 
within the PMTCT programme is clearly inadequate to provide sufficient support 
to women in their infant feeding choices. Community health worker and peer 
support need to be explored to enhance safer infant feeding practices. 
 
In conclusion it can be said that under the present social, environmental and 
economic circumstances in South Africa, there isn’t one single feeding method 
for all HIV infected women that can be recommended. Hence all HIV infected 
women should receive appropriate counselling and information on infant feeding 
options, and be supported to implement their chosen option. To this end:  
 
 Accurate and consistent messages regarding infant feeding should be 
provided at all health facilities, and through a public IEC campaign. 
Information on formula feeding should only be provided to women known 
to be HIV positive. 
 An unequivocal message that mixed breastfeeding is the worst option for 
all mothers and children should be consistently delivered in all health 
facilities and through public IEC campaigns; 
 Training courses and support for counselors and health workers who 
conduct infant feeding counseling should be regularly reviewed, and 
ongoing supervision and support provided;  
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 All facilities implementing PMTCT services should have sufficient numbers 
of trained nurses and lay counsellors who are able to provide infant 
feeding counselling and support to women; and 
 Strong community-based support groups should be developed and 
nurtured since they would help to both reduce stigma and provide support 
the HIV positive woman with regards to effective infant feeding. 
 
5.4 Conclusion 
 
This chapter concluded this study by discussing the central theme that emerged 
from this study - the high levels of HIV related societal stigma - which was found 
to be the key socio-cultural barrier to the successful implementation of PMTCT 
programmes in East London district (Mdantsane, Zwelitsha and Emthonjeni). 
Because it was found to have serious consequences for infant feeding, which by 
itself, also emerged as a major challenge in this research, views on 
breastfeeding were also discussed further in this chapter, and recommendations 
made on how to address some of the socio-cultural barriers identified. Before 
making some recommendation for further research, it is necessary to make some 
comments on the research methodology. 
 
This research used a qualitative methodology in which sampling was purposively 
done. The results of this research therefore reflect the situation in East London 
district (Mdantsane, Zwelitsha and Emthonjeni), and cannot be extrapolated to all 
PMTCT programmes in South Africa. However, given the experience of the 
researcher as well as evidence in the research literature, it could be argued that 
the problem of stigma, and gender discrimination, which was revealed in this 
research would also be present in many other parts of South Africa which share 
similar demographic characteristics. The recommendations made here would 
thus also be useful to policy makers and implementers of PMTCT programmes in 
many parts of the country. 
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5.5 Suggestions for further research  
 
There is a need to do research on: 
 How infant formula is used in the households of mothers who accept free 
formula feeds. 
 To determine how the provision of free formula influences the choices 
around infant feeding practices in PMTCT sites, as well as effect of the 
provision of free formula on child health. 
 To understand whether HIV positive women are free to make infant 
feeding choices, and whether they can sustain that decision within the 
household. 
 Participatory and operations research is needed to develop models for 
effective stigma reduction in communities and effective community 
engagement to increase support for infant feeding. 
 As part of stigma reduction, cases of “best practice” regarding disclosure 
and ensuring (shared) confidentiality should be documented and widely 
disseminated. 
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7. APPENDIX 
 
APP1.  PREPARATIONS AND CONDUCTING THE INTERVIEW 
  
 Issues to consider in planning and facilitating Focus Group Discussions. 
1. Plan and invite participants in advance 
2. Snacks for participants 
3. Transport reimbursement if necessary 
4. Composition of the participants 
5. Training of facilitators and note taker 
6. Secure equipment – recorder, digitizer, batteries, stationary, etc. 
7. Secure appropriate venue 
8. Obtain the necessary permissions 
   .    GUIDE TO CONDUCTING FOCUS GROUPS 
           1.   Determine the number of participants per group (10-12) 
       2.   Homogeneity of group-age, socio-economic status, cultural affinity 
           3.    Mothers and mothers-in-law of pregnant women 
      4.    A group of health workers 
 
 During Sessions 
 
1. Establish rapport 
2. Permission from participants for discussion, tape recording and records taking 
3. Set rules and regulations governing discussions and dynamics 
 
 The Interview 
   1.Use guide as a ‘guide’ 
          2.Allow interaction and debate among participant 
         3.Let session be a learning process for participants too 
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APP. 2- Interview guide with Mother/Mothers-in-law 
 
 Introduction – Provide form for self-filling on biographical and socio-cultural 
information (Age of respondent, ethnic group, level of education, province of 
origin, cultural and traditional beliefs, employment status, etc.) 
 
 Guide Questions 
Do parents in this community talk to their children about HIV AND AIDS? Why is 
it so? 
1. What is the position of parents in regard to breastfeeding? Are they 
breastfeeding? If not, why? 
2. How important is tradition to you in terms of pregnant daughter/daughter-
in-law? What are some of the practices relating to pregnancy? 
3. How would you describe your present employment situation? 
4.  What type of dwelling do you live at the moment? 
5. What is the main source of your household income? 
6. What type of drinking water is available in your area? 
7. How far is the nearest health clinic from your house? 
8. Are you aware of the PMTCT services being offered at the health clinic? 
What about VCT? Have you been tested? 
9. What do you see as the role of HIV AND AIDS counselors at this clinic? 
How  have you experienced them 
10. What do you think of the services provided in general by health 
professionals at the health clinics? 
11. How can parents contribute to the effective implementation of PMTCT? 
12. How do you think that the PMTCT programme could assist in preventing 
children born to HIV AND AIDS positive mothers from becoming infected? 
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APP. 3- Interview guide with HIV AND AIDS positive pregnant mother 
 
 Introduction – To fill form. 
 Guide Questions 
1. Tell me about your family background. 
2. What is your ethnicity? 
3. Are you married, single/common law? 
4. With whom are you living? 
5. How many living children do you have? 
6. Are you employed? What is the main source of your household income? 
7. The government is promoting Voluntary Counseling and Testing (VCT). 
Have you and your family considered going for VCT? 
8. Would you like to tell me why you decided to go or not go, what was the 
outcome? 
9. Are you receiving anti-retroviral treatment? 
10. Who did you inform of your status, and why? What support did you 
receive? 
11. How easy/difficult is it to get to the clinic? 
12. What do you think about the services offered by the health professionals 
at the health clinic in your community? 
13. How would you describe your relationship with mother and mother-in-law 
(mothers’)? 
14. What role do they play in your family life? 
15. Are you going to use milk formula or breast feed and why?  
16. Would you like to suggest the best way of implementing PMTCT in your 
area? 
17. How would you describe your relationship with your husband? 
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APP. 4- Demographic questionnaire of pregnant women 
 
Guide questions 
 
1.      Age of respondent 
2.      Nationality 
2. Home language 
3. Place of birth 
4. What type of dwelling do you live in? 
5. Permanent/Temporary residence 
6. What is your source of drinking water? 
7. Educational background 
 
APP. 5- Interview Guide with Health Workers  
 
Guide to Questions 
 
1. What is the size of your health facility? 
2. Has your health facility started with PMTCT activities? 
3. How many of your permanent staff members are involved with the PMTCT 
programme? 
4. Have these staff members received training on the management of 
PMTCT programme? 
5. What are the official working hours of the staff members involved with the 
PMTCT programme? 
6. What do you think are the main socio-cultural constraints in this 
Community that impact on the PMTCT programme? 
7. How would you address these challenges? 
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APP. 6-  RESULTS: An Exploration of the Barriers (Socio-Cultural) To   
Successful Implementation of PMTCT in the East London district 
(Mdantsane, Zwelitsha and Emthonjeni) 
 
 Number of Participants  
 
Province Eastern Cape 32 (100%)
District the East London District 
(Mdantsane, Zwelitsha and 
Emthonjeni)  
32 (100%) 
 
 Interview at Clinic and Home 
 
Research Assistants Name Starting Time of Interview  Place of Interview  
 
Ms. N. Tuse 08:30 Clinic  
Ms. N. Tuse 09:30 Clinic  
Ms. N. Tuse 10:00 Clinic  
Ms. N. Tuse 11:00 Clinic  
Ms. N. Tuse 09:15 Clinic  
Ms. N. Tuse 10:22 Clinic  
Ms. R. Nozintombi 08:00 Clinic  
Ms. R. Nozintombi 09:00 Clinic  
Ms. R. Nozintombi 10:00 Clinic  
Ms. R. Nozintombi 11:15 Clinic  
Ms. R. Nozintombi 08:45 Clinic  
Ms. R. Nozintombi 11:00 Clinic  
Ms. B. Busisiwe 10:20 Home 
Ms. B. Busisiwe 10:45 Home 
Ms. B. Busisiwe 11.50 Home 
Ms. B. Busisiwe 13:15 Home 
Ms. B. Busisiwe   9:30 Home 
Ms. B. Busisiwe 10:25 Home 
Ms. B. Busisiwe 11:40 Home 
Ms. B. Busisiwe 13:00 Home 
Ms. B. Busisiwe 10:00 Home 
Ms. B. Busisiwe 11:25 Home 
Ms. B. Busisiwe 12:50 Home 
Ms. R. Nozintombi 10:00 Home 
Ms. R. Nozintombi 11:00 Home 
Ms. R. Nozintombi 12:00 Home 
Ms. R. Nozintombi 10:00 Home 
Ms. R. Nozintombi 11:30 Home 
Ms. R. Nozintombi 10:20 Home 
Ms. R. Nozintombi 11:40 Home 
Ms. R. Nozintombi 12:50 Home 
Ms. R. Nozintombi 11:15 Home 
Ms. R. Nozintombi 10:00 Home 
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 Respondent’s Biographical Data 
 
Age of 
Respondents 
20/19/23/25/21/28/26/34/22/19/32/28/30/27/28/32/19/21/18/26/ 
23/24/30/32/34/29/35/38/26/20/40/28   
Total 32 (100%) 
Race Group African White Coloured Indian Other 
Number of 
Respondents  
30 (93.8%)  1 (3.1%)   
Total 31 (90.6%)     
Nationality South African 29 (90.6%) 
 Other: Lesotho 3 (9.4%) 
 Total 32 (100%) 
 
 
 
 Home Language  
 
Afrikaans 1 (3.1%)
English  
Isindebele 3 (9.4%)
 IsiSwati 1 (3.1%) 
Tshivenda 3 (9.4%)
Isizulu  4 (12.5%) 
Isi Xhosa 9 (28.1%)
Sepedi  4 (12.5%) 
Sesotho 5 (15.6%)
Setswana   2 (6.3%) 
Xitsonga   
Other African Language  
Other European Language  
Indian Language  
Other  
Total 32 (100%) 
 
 Number of Participants Born in Eastern 
Cape 
Yes 25 (78.1%) 
No  7 (21.9%) 
Total 32 (100%) 
 
 Number of Participants not born in Eastern 
Cape  
Free State 5 (15.6%)
Gauteng 2 (6.3%) 
KwaZulu Natal 6 (18.8%)
Northern Cape 4 (12.5%) 
Limpopo 4 (12.5%)
North West 3 (9.4%) 
Mpumalanga  
Western Cape  
Other Country: Lesotho   3 (9.4%)
Total 27 (84.4%) 
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 Number of Participants living in another 
province for more than 3 Months (not 
Eastern Cape) 
Yes  26 (81.3%)
No  5 (15.6%) 
Total 31 (96.9%)
 
 Province lived before moving to Eastern 
Cape 
Free State 5 (15.6%) 
Gauteng 2 (6.3%) 
KwaZulu Natal 6 (18.8%) 
Northern Cape 4 (12.5%) 
Limpopo 4 (12.5%) 
North West 3 (9.4%) 
Mpumalanga  
Western Cape  
Other Country: Lesotho  3 (9.4%) 
Total 27 (84.4%) 
 Number of Participants (respectively) 
Number of years participants moved to 
Eastern Cape (respectively) 
1/3/4/8/6/3/10/15/8/10/2/6/4/4/12/8/10/9/ 
10/15/10/5/20/10 
Total 24 (75%)
 
 Highest Educational Qualification 
 
No schooling 4 (12.5%) 
Up to Std 1/Gr 3/ABET 1  
Std 2-Std 3/Gr 4-Gr 5/ABET 2 5 (15.6%) 
Std 4-Std 5/Gr 6-Gr 75/ABET 3 8 (25%) 
Std 6-Std 7/Gr 8-Gr 9/ABET 4 2 (6.3%) 
Std 8/Gr 10/N1 5 (15.6%) 
Std 9/Gr 11/N2  
Std 10/Metric/N3 6 (18.8%) 
Diploma(s)/Occupational certificates 1 (3.1%) 
First degrees/Higher Diplomas  
Honours/Master’s degrees  
Doctorates   
Total 31 (96.9%) 
 
 Number of Participants with dependant 
children 
Yes  23 (71.9%) 
No  9 (28.1%)
Total 32 (100%) 
 
 Number of Participants with other 
dependants (i.e. parents family) 
Yes   
No  30 (93.8%) 
  
Number of other dependants (respectively) 1/2/2/3/3/2/2/3/1/2/2/1/1/2/3/2/1/2/3/1/3/ 
2 
Total 22 (68.8%) 
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 Present employment situation  
 
Housewife, homemaker, not looking for 
work 
2 (6.3%) 
Unemployed, cannot look for work 1 (3.1%) 
Unemployed, looking for work 15 (46.9%)
Housewife, homemaker, unemployed, 
looking for work 
 
Work in informal sector, not looking for 
permanent work 
3 (9.4%) 
Sick/disabled and unable to work  
Living with in-laws and unable to work 2 (6.3%) 
Student/pupil/learner  
Self-employed-full time  
Self-employed-part time  
Employed full time 5 (15.6%) 
Employed part-time 3 (9.4%)
Others, specify:  
Total 31 (96.9%)
 
 Number of Participants married 
 
Yes  24 (75%) 
No 8 (25%) 
Total 32 (100%) 
 Number of Participants adhering to 
traditions and customs in their marriage 
Yes 25 (78.1%)
No   
  
 
 Who participants live with? 
 
Alone  
Alone with children 2 (6.3%) 
Husband 1 (3.1%) 
Husband/partner and own children 17 (53.1%) 
Husband/partner, siblings and children  
Husband and in-laws  15 (46.9%) 
With parents  5 (15.6%) 
Other 1: Partner 1 (3.1%) 
Other 2: Mother 2 (6.3%) 
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 Type of dwelling 
 
Brick house  23 (71.9%) 
Traditional African hut 3 (9.4%)
Flat/Townhouse/apartment 3 (9.4%) 
Outside room/flat/house in a backyard  
In a garage  
In a hostel  
In a mokhukhu 3 (9.4%) 
In a caravan  
In a temporary shelter  
Total 32 (100%)
 
 Main source of household income 
 
Formal salary/earnings which attract tax 30 (93.8%) 
Contributions by family members  
Contributions by in-laws 1 (3.1%) 
Government pension/Grants (e.g. old age 
pension, disability grant) 
2 (6.3%) 
Grants/Donations by private welfare 
organisation  
 
No income   
  
 
 Source of drinking water 
 
Tap in the house  24 (75%) 
Tap in the yard 7 (21.9%) 
Tap outside in the street  
Tap a block away 1 (3.1%) 
From well  
From the river  
Total 32 (100%) 
 
The means of transport used to travel to the health facility by participants 
 
 Up to 30 minutes Up to 1 
hour 
About 2 
hours 
About 3 
hours 
More than 3 
hours 
Foot 2 (6.3%)     
Bus 5 (15.6%)     
Taxi 18 (56.3%) 7 
(21.9%) 
   
Car 3 (9.4%)     
Train      
  
 
 
 Status of Pregnant Woman (Gender Inequality) 
 
 Number of Participant’s first pregnancy 
Yes 9 (28.1%)
No  23 (71.9%) 
Total 32 (100%)
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 Number of Participants who were HIV 
positive during previous pregnancy 
Yes  
No 23 (71.9%)
  
 
 Number of Participants who has always 
been married to present husband or partner 
Yes 26 (81.3%) 
No 5 (15.6%)
Total 31 (96.9%) 
 
 Number of Participants who had babies with 
multiple husband/partners 
1 Husband/Partner 18 (56.3%) 
2 Husbands/Partners 4 (12.5%) 
More than 2 Husbands/Partners  
Total 22 (68.8%) 
 
 Head of household participants are staying 
Husband/Partner 11 (34.4%) 
Mother-in-law 15 (46.9%) 
Yourself 3 (9.4%) 
Mother 2 (6.3%) 
Uncle  
Brother  
Other 1: Father 5 (15.6%) 
Other 2:  
  
 
 Whom do participants first inform? 
 
Husband/Partner 8 (25%)
Mother-in-law 20 (62.5%) 
Mother 10 (31.3%)
Friend  
Sister-in-law  
Sister  
Other:  
  
 
 Number of Participants that has a say in 
decisions concerning pregnancy 
Yes 20 (62.5%) 
No 12 (37.5%) 
Total 32 (100%) 
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 What happens next as per traditions and 
customs? 
Sent to cut my hair in my family’s place 
(mother) 
20 (62.5%) 
Sent to antenatal clinic 18 (56.3%) 
Sent to traditional healer 1 (3.1%)
Nothing happens  
Other:  
  
 
 Number of Participants who has to travel to 
other provinces to perform function 
Yes 19 (59.4%) 
No 6 (18.8%) 
Total 25 (78.1%) 
 
 Province that participants have to travel 
(not Eastern Cape) 
Free State 4 (12.5%)
Gauteng 2 (6.3%) 
KwaZulu Natal 3 (9.4%)
Northern Cape 2 (6.3%) 
Limpopo 3 (9.4%)
North West 3 (9.4%) 
Mpumalanga  
Western Cape  
Other Country: Lesotho  3 (9.4%)
Total 20 (62.5%) 
 
 Initial period that participants spent during 
pregnancy (i.e. first 7 months) 
Continue to stay with husband/partner 15 (46.9%) 
Continue to stay with mother-in-law 15 (46.9%) 
Stay by myself  
Stay with my family (mother) 5 (15.6%) 
Stay with relative  
Other:  
  
 
 Remaining period that participants spent 
during pregnancy (i.e. last 3 months) 
Continue to stay with husband/partner 5 (15.6%)
Continue to stay with mother-in-law 2 (6.3%) 
Stay by myself 1 (3.1%)
Stay with my family (mother) 25 (78.1%) 
Stay with relative  
Other:  
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 Who Participants were allowed to consult 
on health issues, during pregnancy (i.e. 
illness, baby’s health etc.)   
Traditional healers 22 (68.8%) 
Hospital/clinic 31 (96.9%) 
Home bound treatment  
Visiting nurse  
Visiting Doctor  
Other:   
  
 
 Who is allowed to visit participants during 
pregnancy 
Relatives 32 (100%)
Friends 30 (93.8%) 
Acquaintances  20 (62.5%)
Social workers/Health workers  
Nobody  
Other:  
  
 
 
 Antenatal and Childbirth (Drug Use) 
 
 Number of Participants that are free to visit 
antenatal clinic 
Yes 29 (90.6%) 
No 3 (9.4%) 
Total 32 (100%) 
 
 Why participants are not allowed to visit 
antenatal clinic 
Not approved by tradition  
Husband say no 1 (3.1%)
Mother-in-law is against 1 (3.1%) 
No antenatal clinic in close proximity or 
province 
6 (18.8%)
My family does not approve of it  
Other:  
Total 8 (25%) 
 
 Obstacles that participants encounter, 
attending antenatal clinic 
Movement between my in-laws home and 
my family home 
18 (56.3%) 
Cost of travelling to and from the clinic 28 (87.5%) 
No available transport 8 (25%)
Afraid that clinic will not keep their records 
in confidence 
13 (40.6%) 
Nurses bad attitudes 2 (6.3%)
Other: Because I do part-time work, 
sometimes I do not have the time to go 
3 (9.4%) 
Other 2: Limited leave days 1 (3.1%) 
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 When did participants find out about HIV 
status? 
Husband died of HIV and AIDS related 
sickness 
3 (9.4%)
Went through VCT 30 (93.8%) 
Partner died of HIV and AIDS related 
sickness 
1 (3.1%) 
Losing wait 7 (21.9%)
Previous child died of HIV and AIDS related 
sickness 
 
Other: Getting sick 1 (3.1%) 
Other 2: Husband’s second wife died of AIDS 3 (9.4%) 
  
 
 Number of Participants that informed their 
family about their HIV status 
Yes 21 (65.6%)
No 7 (21.9%) 
Total 28 (87.5%)
 
 Reaction received from family when 
participants informed them of their HIV 
status 
Sign of desperation and rejection  
Stigmatisation and victimisation  
Isolation  
Shocked but supportive 20 (62.5%) 
Blaming for being promiscuous 1 (3.1%)
Other: Husband/partner also tested HIV 
positive 
8 (25%) 
Other 2: But my family said HIV and AIDS is a 
white man’s disease  
1 (3.1%) 
Other 3: Expected it 1 (3.1%)
Other 4: My husband’s first wife is HIV positive 1 (3.1%) 
Total 32 (100%) 
 
 Why participants did not inform their family 
about their HIV status 
Fear of stigmatisation  10 (31.3%) 
Fear of husband /partner walking out on 
them 
10 (31.3%)
Had many partners and don’t know who is 
responsible for their status 
4 (12.5%) 
Lack of education on the part of community 
about HIV and AIDS 
1 (3.1%) 
Tradition does not allow them to declare 
their HIV status 
 
Other: Husband is infected 1 (3.1%)
Other 2: I am ashamed, because I made a 
mistake 
1 (3.1%) 
Total 27 (84.4%) 
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Did the councelor give the participants the following information at the antenatal clinic  
 Number of Participants 
 
Information Yes  No  
HIV and AIDS 32 (100%)  
Voluntary counselling 32 (100%)  
Testing for HIV 32 (100%)  
Your right to consent fro the 
test 
32 (100%)  
Protecting your family 
against further HIV infection 
29 (90.6%) 3 (9.4%) 
MTCT programme 32 (100%)  
Transmission of HIV 
through breast milk 
31 (96.9%) 1 (3.1%) 
Feeding options to prevent 
your child from getting HIV 
infected 
30 (93.8%) 2 (6.2%) 
Medical support 22 (68.8%) 10 (31.2%) 
Advantages and 
disadvantages of disclosure 
22 (68.8%) 10 (31.2%) 
Disclosure to family 30 (93.8%) 2 (6.2%) 
Disclosure to 
spouse/partner 
32 (100%)  
Spouse counselling  24 (75%) 8 (25%) 
Family counselling 21 (65.6%) 11 (34.4%) 
Confidentiality 32 (100%)  
HIV and AIDS related 
illnesses  
20 (62.5%) 12 (37.5%) 
How to deal with 
stigmatisation in the 
community 
19 (59.4%) 13 (40.6%) 
HIV and AIDS support group 
in your area 
18 (56.3%) 14 (43.7%) 
 
Were participants given the following information about PMTCT 
 
 Number of Participants 
 
Information  Yes  No  
HIV positive pregnant 
woman are given a tablet of 
Nevirapine to take home 
with them, which must taken 
when they go into labour  
32 (100%)  
Nevirapine have to be given 
to babies of HIV positive 
mothers between 24 and 72 
hours after birth 
32 (100%)  
Safe feeding practices to 
avoid infecting babies 
32 (100%)  
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 Post Natal-Infant Feeding/Formula (Mixed) 
 
 Provinces that participants will be 
delivering their babies 
Gauteng  
Free State  3 (9.4%)
Eastern Cape 16 (50%) 
KwaZulu Natal 3 (9.4%)
Northern Cape 2 (6.3%) 
Limpopo 2 (6.3%)
North West 3 (9.4%) 
Mpumalanga   
Western Cape  
Other Country: Lesotho 3 (9.4%)
Total 32 (100%) 
 
 Where would participants deliver their 
baby? 
Clinic/Hospital 17 (53.1%) 
At home with my mother 15 (46.9%) 
At home with my mother-in-
law/husband/partner 
 
At the Traditional healer  
Other: No clinic in my mother’s village 4 (12.5%) 
  
 
 Why participants chose to deliver at the 
above mentioned places 
Because it is safe for me and my baby 18 (56.3%) 
So that my baby could be given dose of 
Nevirapine  
 
Traditional is a mandatory 2 (6.3%)
My mother insisted 3 (9.4%) 
Lack of finance 2 (6.3%)
Other: No clinic in the village 13 (40.6%) 
  
 
 When are participants going to give 
Nevirapine to their babies? 
Immediately when they go into labour  
At the 36 weeks when they are expecting go 
into labour 
 
They did not take it because they had lost 
he tablet when they went into labour 
 
They threw it away because it is against 
their tradition 
 
Between 24 and 72 hours after birth 17 (53.1%) 
Other: I am not going to, because there is no 
clinic 
1 (3.1%)
Total 18 (56.3%)
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 When can participant’s babies receive 
visitors? 
Immediately after birth 15 (46.9%) 
1 week after birth 7 (21.9%)
1 month after birth  10 (31.3%) 
3 months after birth   
1 year after birth   
Other 1: Can afford to stay longer 1 (3.1%)
Other 2: If all goes well 2 (6.3%) 
 
 Who would be allowed to visit the babies 
soon after birth 
Community Health worker  
Doctor  
Mother-in-law to identify the child as 
belonging to the husband/partner 
12 (37.5%) 
Other relatives below the age of 18years  1 (3.1%) 
Acquaintances/friends 18 (56.3%) 
Other 1: Family  20 (62.5%) 
Other 2: Parents and partner/husband 3 (9.4%) 
 
 When would participants babies come out 
of the hut/home/hospital? 
Immediately after birth 10 (31.3%) 
1 week after birth 6 (18.8%)
1 month after birth  13 (40.6%) 
3 months after birth  1 (3.1%)
1 year after birth   
Other 1: As per the Doctor’s instruction 1 (3.1%)
Other 2: When the baby is fit to go home 1 (3.1%) 
Other 3: Because they have medical aid 1 (3.1%)
Other 4:   
 
 Number of Participants who’s babies would 
have received a dose of Nevirapine 
Yes 17 (53.1%) 
No 15 (46.9%) 
Total 32 (100%) 
 
 Why participant’s babies did not receive 
Nevirapine? 
The baby was delivered at home 13 (40.6%)
The baby was delivered by the traditional 
healer 
2 (6.3%) 
Participants went home from the clinic 
before the end of the 24 hours 
 
Traditionally only older woman, mother or 
neighbours are allowed into the delivery 
room 
2 (6.3%)
Other:  
Total 17 (53.1%) 
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 The feeding methods that participants used 
Breast feeding 15 (46.9%) 
Formula feeding 17 (53.1%) 
Mixed feeding  
Other: Shop in village doesn’t sell formula food 1 (3.1%) 
  
 
 Why participants chose the above types of 
feeding methods 
To avoid infecting their babies 17 (53.1%)
Their mother-in-laws/husbands/partners 
requires them to do that 
12 (37.5%) 
Traditionally, it is mandatory 3 (9.4%) 
Other 1: Specially since my husband doesn’t 
know  
1 (3.1%) 
Other 2: I can die alone, but not my baby 1 (3.1%) 
  
 
 Other reservations that participants have 
concerning formula feeding  
No access to tap water 5 (15.6%)
No electricity 12 (37.5%) 
Can not afford to buy formula food after the 
first six months of grace 
28 (87.5%)
There is no shop in the vicinity that sell 
formula feed 
 
Causes diarrhoea 14 (43.8%) 
Other:  
  
 
 
 Interview with Health Workers 
 
 Type of health facility 
 
Academic Health Service Complex 12 (100%) 
Regional Hospital  
District Hospital  
Community Health Centre  
Clinic  
Other:  
  
 
 Size of their facility 
 
Total number of beds in the hospital 750 (12) (100%)
Total number of beds in maternity ward 200 (12) (100%) 
Total number of personnel with the PMTCT 
programme  
16 (12) (100%) 
Other:  
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 Has their health facility started with PMTCT 
activities? 
Yes 12 (100%) 
No  
  
 
 Number of permanent staff members 
involved in PMTCT programme 
Doctors 4 (12) (100%) 
Midwives 2 (12) (100%) 
Nurses 4 (12) (100%) 
Counsellors 3 (12) (100%) 
Social Workers 3 (12) (100%) 
Other:  
  
 
 Have staff members received training on 
the management of PMTCT 
Yes 8 (66.7%) 
No  
  
 
 Official working hours of staff members 
involved with PMTCT programme 
07:00 to 19:00 Yes (12) (100%) 
Half-day  
Other: On shift 1 (8.3%)
  
 
 Do they currently need more staff to cope 
with the demand for PMTCT services 
Yes 12 (100%) 
No  
  
 
 Services that they provide at their health 
facility 
Voluntary counselling 12 (100%) 
HIV Testing 12 (100%) 
Childbirth facility – Maternity/Midwife/etc. 12 (100%) 
Drug (NVP – Nevirapine) administration – 
ARV  
12 (100%) 
Infants feeding programme 11 (91.7%) 
Baby and mother follow up care 1 (8.3%) 
Other:  
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 The socio-cultural constraints in this 
Community that hinders the PMTCT 
programme  
Many pregnant woman do not have control 
over their pregnancy 
5 (41.7%) 
Many pregnant woman do not attend 
antenatal clinics-because of stigmatisation 
10 (83.3%)
Many pregnant woman deliver their babies 
at home 
 
Social workers are not allowed to visit 
newly born babies at home  
 
Formula feeding are not acceptable to many 
families 
6 (50%) 
Many newly born babies are introduced to 
the outside community only after 12 weeks 
after birth  
 
Other 1: Financial Constraints 3 (25%)
Other 2: Many pregnant woman are 
unemployed hence are unable to come to the 
clinic 
2 (16.7%) 
Other 3: Many are not ready to disclose their 
status 
1 (8.3%) 
Other 4: Lack of staff 1 (8.3%) 
 
 
 How these challenges are addressed 
 
Getting the mothers-in-law involved in the 
PMTCT awareness campaign 
11 (91.7%) 
By involving the husbands and community 
leaders in the PMTCT campaign 
12 (100%) 
Providing HIV and AIDS house to house 
Counselling services 
9 (75%) 
Compiling data base of all HIV positive 
pregnant woman in the community by 
consensus 
8 (66.7%)
Providing ARV therapy to those positive 
pregnant mothers unable to deliver at the 
clinic 
12 (100%)
Providing formula feeding to the infants of 
the infected mother for a period of six 
months 
12 (100%)
Other 1: And beyond six months 4 (33.3%)
Other 2: Creating health posts in rural areas 
for PMTCT and education 
3 (25%) 
Other 3: Financial reward for disclosure   1 (8.3%) 
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 Interview with Pregnant Woman and Family 
 
 Relationship between pregnant woman and 
family 
Very well 20 (100%) 
Good  
Fair  
Moderate  
Poor  
Other:  
  
 
 Number of Participants that informed their 
family about their HIV status 
Yes 11 (55%) 
No 9 (45%) 
Total 20 (100%) 
 
 Reaction received from family when 
participants informed them of their HIV 
status 
Sign of desperation and rejection  
Stigmatisation and victimisation  
Isolation  
Shocked but supportive 9 (45%) 
Blaming for being promiscuous  
Other: Husband also tested HIV positive 5 (25%) 
Other 2: It is not important, she is a good girl 3 (15%) 
Other 3: This is a white man’s disease 1 (5%) 
Total 18 (90%) 
 
 Number of participants who had this 
situation before in their family? 
Yes 10 (50%)
No 6 (30%) 
Total 16 (80%)
 
 How they celebrate pregnancy in their 
families  
We adhere to the Christian beliefs 5 (25%) 
We strictly adhere to our traditions and 
customs 
18 (90%) 
We adhere to the Muslim faith  
Other:  
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 Who is first informed about their 
daughters/daughter-in-law’s pregnancy? 
Husbands 3 (15%) 
Mothers 7 (35%)
Mother-in-laws 19 (95%) 
Friends  
Sisters 1 (5%) 
Brothers  
Other 1: Partner  
Other 2:  
  
 
 Immediate step in managing the pregnancy  
She is sent to antenatal clinic for 
consultation  
12 (60%)
She is sent home to her mother 16 (80%) 
She is sent to Sangoma 5 (25%) 
She is sent to stay at the church/Mosque  
Other:  
  
 
 Step 2 in managing the pregnancy 
 
She goes for VCT counselling at the 
antenatal Clinic 
11 (55%) 
She is sent back to her in-laws after having 
performed the initial rituals at her mother’s 
home 
16 (80%) 
She continues to visit the Sangoma 3 (15%) 
She continues staying at the 
Church/Mosque 
 
Other:  
  
 
 Next phase in managing the pregnancy 
If she is positive she is advised of the ART 
therapy at the antenatal Clinic  
8 (40%) 
She is sent back to her mother during the 
seventh month 
16 (80%) 
She continues to visit the Sangoma 2 (10%) 
She continues staying at the Church and 
goes on church/mosque retreats 
 
Other:  
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 How is the delivery administered? 
 
She delivers her baby at the hospital where 
her baby is given Nevirapine  
6 (30%) 
She delivers at her mothers place by elderly 
woman  
13 (65%) 
She delivers at the Sangoma shrine  3 (15%) 
She delivers at the church/mosque by 
elderly woman 
 
Other:  
  
 
 How are the mother and baby managed? 
She and her baby are sent home afterwards 
to recuperate 
5 (25%) 
She and her baby are sent back to her in-
laws after 3 months 
15 (75%) 
She and her baby are sent home from the 
Sangoma shrine after a while 
2 (10%)
She and her baby are sent home from the 
church/mosque to recuperate  
 
Other:  
  
 
 When can mothers and babies be visited? 
Mothers and babies can be visited 
immediately by friends and family 
5 (25%) 
Mothers and babies can be visited only by 
immediate family 
15 (75%) 
Mothers and babies can be visited only 
after six months 
 
Mothers and babies can be visited only by 
church/mosque members 
 
Other:  
Total 20 (100%)
 
Total 17 (85%) 
 
 
 
 
 
 
 
 
 
 
 Have the family heard about the PMTCT 
programme? 
Yes 10 (50%)
No 7 (35%) 
Indifferent  
Not necessary to know  
Other: From a friend   
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 Does the family think it is effective? 
 
Yes, my family have used that services  4 (20%) 
No, we cannot access the service  2 (10%)
It is a programme for educated people  
Our traditions and cultures do not make it 
possible for us to be part of such a 
programme 
 
Provide some financial and other 
incentives, e.g. – food hampers, transport 
fares, meals at the antenatal clinics, gifts of 
second hand cloths, provisions, etc. 
 
Other 1: A neighbour’s daughter attended   1 (5%) 
Other 2: I suppose it is helping to reduce 
infection 
 
Other 3: We don’t know 5 (25%) 
Total 12 (60%) 
 
 The socio-cultural constraints in this 
Community that hinders the PMTCT 
programme (what does family think) 
Many pregnant woman do not have control 
over their pregnancy 
18 (80%) 
Many pregnant woman do not attend 
antenatal clinics 
18 (90%)
Many pregnant woman deliver their babies 
at home 
16 (80%) 
Social workers are not allowed to visit 
newly born babies at home  
 
Formula feeding are not acceptable to many 
families 
5 (25%) 
Many newly born babies are introduced to 
the outside community only after 12 weeks 
after birth  
1 (5%)
Other 1: Financial Constraints 1 (5%) 
Other 2: Many pregnant woman are 
unemployed hence are unable to come to the 
clinic 
 
Other 3: Many are not ready to disclose their 
status 
 
Other 4: Lack of staff  
  
 
 Do you think the negative effects of HIV and 
AIDS is real? 
Yes, people are dying of the disease  16 (80%) 
Yes, many children are made orphans 15 (75%) 
Yes, the external family is under pressure to 
take on extra responsibilities  
7 (35%) 
No, people are not dying from AIDS; they 
are dying from other diseases. 
1 (5%) 
Other: My husband also died of HIV and AIDS  
Other 2: Not sure 1 (5%) 
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 How can the community help in addressing 
these challenges? 
Getting the mothers-in-law involved in the 
PMTCT awareness campaign 
18 (90%)
By involving the husbands and community 
leaders in the PMTCT campaign 
17 (85%) 
Providing HIV and AIDS house to house 
Counselling services 
14 (70%) 
Compiling data base of all HIV positive 
pregnant woman in the community by 
consensus 
8 (40%) 
Providing ARV therapy to those positive 
pregnant mothers unable to deliver at the 
clinic 
17 (85%) 
Providing formula feeding to the infants of 
the infected mother for a period of six 
months 
14 (70%) 
Other 1: And beyond six months  
Other 2: Creating health posts in rural areas 
for PMTCT and education 
 
Other 3: Financial reward for disclosure    
Other 4: (a, b, c) Provided HIV and AIDS is a 
disease for black people 
1 (5%)
 
 
 Mothers / Mother-in-Laws 
 
 Nationality of mothers/mother-in-laws 
South African citizen  32 (100%) 
Other:  
  
 
 Home language of mothers/mother-in-laws 
Afrikaans 1 (3.1%) 
English  
Isindebele 4 (12.5%) 
I siSwati  
Sepedi 2 (6.3%) 
Is Xhosa 9 (28.1%) 
Sesotho  6 (18.8%) 
Isizulu 4 (12.5%) 
Setswana  4 (12.5%) 
Tshivenda  1 (3.1%) 
Xitsonga  1 (3.1%) 
Other African Language  
Other European Language  
Indian Language  
Other: Shangan 1 (3.1%) 
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 Were mothers/mother-in-laws born in 
Eastern Cape province? 
Yes 22 (68.8%) 
No 10 (31.3%)
Total 32 (100%) 
 
 If no, in which province were they born? 
Free State  6 (18.8%)
Gauteng 3 (9.4%) 
KwaZulu Natal 9 (28.1%)
Northern Cape 5 (15.6%) 
Limpopo 5 (15.6%)
North West 2 (6.3%) 
Mpumalanga   
Western Cape  
Other Country  
Total 30 (93.8%) 
 
 Marital status of mothers/mother-in-laws 
Yes 30 (93.8%)
No 3 (9.4%) 
  
 
 How they celebrate pregnancy in their 
families  
We adhere to the Christian beliefs 13 (40.6%) 
We strictly adhere to our traditions and 
customs 
29 (90.6%) 
We adhere to the Muslim faith  
Other:  
  
 
 Who do mothers/mother-in-laws live with? 
Alone 2 (6.3%) 
Alone with children 5 (15.6%) 
Husband 18 (56.3%) 
Daughter-in-law  
Son and Daughter-in-law  14 (43.8%) 
Daughter 4 (12.5%) 
Partner   
Other 1: Sons 2 (6.3%) 
Other 2: Husband is dead 5 (15.6%) 
Other 3:   
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 Type of dwelling that mothers/mother-in-
laws live  
Brick house  17 (53.1%) 
Traditional African hut 13 (40.6%)
Flat/Townhouse/apartment 1 (3.1%) 
Outside room/flat/house in a backyard  
In a garage  
In a hostel  
In a mokhukhu 1 (3.1%) 
In a caravan  
In a temporary shelter  
Other, specify:  
Total 32 (100%) 
 
 Main source of household income 
 
Formal salary/earnings which attract tax 20 (62.5%) 
Contributions by family members  
Contributions by in-laws  
Government pension/Grants (e.g. old age 
pension, disability grant) 
15 (46.9%) 
Grants/Donations by private welfare 
organisation  
 
Other sources/specify main source: 
Labourer’s income  
1 (3.1%) 
No income  
  
 
 Who is first informed about their 
daughters/daughter-in-law’s pregnancy? 
Husbands 3 (9.4%) 
Mothers 12 (37.5%)
Mother-in-laws 23 (71.9%) 
Friends  
Sisters  
Brothers  
Other 1: Partner 1 (3.1%) 
Other 2:  
  
 
 Immediate step in managing the pregnancy  
She is sent to antenatal clinic for 
consultation  
18 (56.3%)
She is sent home to her mother 20 (62.5%) 
She is sent to Sangoma 3 (9.4%) 
She is sent to stay at the church/Mosque  
Other:  
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 Step 2 in managing the pregnancy 
 
She goes for VCT counselling at the 
antenatal Clinic 
21 (65.6%) 
She is sent back to her in-laws after having 
performed the initial rituals at her mother’s  
20 (62.5%) 
She continues to visit the Sangoma 4(12.5%) 
She continues staying at the 
Church/Mosque 
 
Other:  
  
 
 Next phase in managing the pregnancy 
If she is positive she is advised of the ART 
therapy at the antenatal Clinic  
15 (46.9%) 
She is sent back to her mother during the 
seventh month 
20 (62.5%) 
She continues to visit the Sangoma 5 (15.5%)
She continues staying at the Church and 
goes on church/mosque retreats 
 
Other: To prepare herself for delivery  1 (3.1%) 
  
 
 How is the delivery administered? 
 
She delivers her baby at the hospital where 
her baby is given Nevirapine  
14 (43.8%) 
She delivers at her mothers place by elderly 
woman  
19 (59.4%) 
She delivers at the Sangoma shrine  3 (9.4%)
She delivers at the church/mosque by 
elderly woman 
 
Other:  
  
 
 How are the mother and baby managed? 
She and her baby are sent home afterwards 
to recuperate 
13 (40.6%) 
She and her baby are sent back to her in-
laws after 3 months 
18 (56.3%)
She and her baby are sent home from the 
Sangoma shrine after a while 
1 (3.1%) 
She and her baby are sent home from the 
church/mosque to recuperate  
 
Other:  
Total 32 (100%)
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 When can mothers and babies be visited? 
Mothers and babies can be visited 
immediately by friends and family 
14 (43.8%) 
Mothers and babies can be visited only by 
immediate family 
20 (62.5%) 
Mothers and babies can be visited only 
after six months 
 
Mothers and babies can be visited only by 
church/mosque members 
 
Other:  
  
 
 
 Does mothers/mother-in-laws think it is 
effective? 
Yes, my family have used that services  5 (15.6%) 
No, we cannot access the service  3 (9.4%)
It is a programme for educated people  
Our traditions and cultures do not make it 
possible for us to be part of such a 
programme 
 
Provide some financial and other 
incentives, e.g. – food hampers, transport 
fares, meals at the antenatal clinics, gifts of 
second hand cloths, provisions, etc. 
2 (6.3%)
Other 1: A neighbour’s daughter attended   3 (9.4%) 
Other 2: I suppose it is helping to reduce 
infection 
2 (6.3%) 
Other 3: I don’t know 8 (25%) 
 23 (71.9%)
 
 Does mothers/mother-in-laws think the 
negative effects of HIV and AIDS is real? 
Yes, people are dying of the disease  30 (93.8%)
Yes, many children are made orphans 29 (90.6%) 
Yes, the external family is under pressure to 
take on extra responsibilities  
16 (50%)
No, people are not dying from AIDS; they 
are dying from other diseases. 
 
Other: My husband also died of HIV and AIDS 1 (3.1%) 
Other 2: I can’t say 2 (6.3%)
  
 
 Number of mothers/mother-in-laws that 
heard about the PMTCT programme 
Yes 14 (43.8%) 
No 17 (53.1%) 
Indifferent  
Not necessary to know  
Other: From a friend  1 (3.1%) 
Other 2: Only upon arrival 1 (3.1%) 
  
Stellenbosch University  http://scholar.sun.ac.za
 79 
 
 Can mothers/mother-in-laws suggest way of 
improving the PMTCT programme 
Extend the programme to all rural areas 32 (100%)
Provide transport to convey pregnant 
woman to the service centres 
21 (65.6%) 
Intensify the educational programme on 
PMTCT 
27 (84.4%) 
Train members of various communities to 
assist with the PMTCT programme: i.e. 
Sangomas, elderly woman, Church/Mosque 
leaders (any body involved in delivering 
babies) 
24 (75%)
Find ways of adding value to the existing 
traditions and cultures, by integrating it into 
the implementation of the PMTCT 
programme, rather than neglecting it 
27 (84.4%) 
No, it is not going to help with our problems 1 (3.1%) 
Other 1: Possible financial support  2 (6.3%) 
Other 2: Sangomas are very close to the 
community and must be trained to assist with 
the programme 
1 (3.1%) 
Other 3: Not Sangomas, they are cheats 1 (3.1%) 
Other 4: Due to lack of infrastructure in the 
rural areas, some pregnant woman cannot get 
to the clinic 
1 (3.1%) 
Other 5:    
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